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ABSTRACT V • - * ' ^ 

The mission of this study vas^ to describe the current 
and future roles of professional administrators, medical directors, 
and governing ^ bodies of fee for service and prepay med'iqal group 
practices of various sizes in such a vay as to be potentially ' useful 
to health care. ^delivery educators in curriculum evaluation and 
design. The position vas taken that administrative roles ' derive from, 

.and exist vithin, (the total, generic complex of administration in any 
organization* This conceptualization led to the seven ob;)ectives of 
the study. Although data concerning all of the objectives are 

^included in this report, the bulk of this document is concern^ed vith 
objectives «1, 2, and 5, vhich are: (1) to describe and analyze 
administration in certain .group practice* forms' of health care 
delivery, (2) to identify basic differences that occur in ^ 
administration under different payment plans and jander different 
sizes of group practices, as ve^-l^as other identified factors, and 
(5) to describe and analyze .the potential future roles- ^ " ^ 
administrator^ in the managemen:^ of group practice forri|^of health ^ 
care deliveryi Chapter headings are Methodological Approach, The. 
Study Participants (And Nonparticipants) , Generic Administrktioji in 
Medical Groups, The Roles (Professional Adminfistrat'or^ Medicalv^ 
Director , and' Governing Body) , Effects of Size and' Parent Mechanism, 
The Future of Health Care, Future Roles, Summary of Exults, 
Educational Implications, and Conclusions and Recommehdatioi^s. 
annotated data tables consisting of all the data compiled .for 
final report ar^ Organized in a supplemeiitary document. (HD) ^ 
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V ^ PREFACE 

The research' herein reported was conducted under Contract Number NOl-MB-4417&'fronnf the 
Bureau ^of Health Manpower, Health Resources Admirlistration, Public Health Service, United States 

^ Department of Health, Education, and Welfare to the Center for Research in Ambulatory Health Care 
Administration (CRAHCA). CRAHCA is a Section 501(c)3 tax exismpt charitable organization as 
defined 'by th6 Internal Revenue Code, Founded in 19-74, the purpose of CRAHCA is-to improve 
ambulatory health care in general and group practice in particular through better administration by 
develoj^nq new and innovative educational, research, -and demonstration programs. CRAHCA is«an 
affiliate, organization of the Mediceil Group Management Association (MGMA), whitrfi^a Section 

' 501((1:J6 fftx exempt'itri^ association: Founded in 1926, ""today MGMA is." the oldesr^nd largest 
memberghf^ orgami^atioh representing group practice adrpini^tration. The American College of 
Mediced Group Aiftninistraitors (ACMGA) is another apjiate organization, which i's also a Section 
501(c)6 cortDoratiori.. ACMGA was founded in 1956 .to provide recognition fpr and to promote pro-"" 
fessional advancement ajpong group practice administrators. Through various combinations of 
gbveming .boards and staffr various activities and programs are developed and implemented by 

. MGMA/CRAHCA/ACNra A* *t^e chief administrative)staff ' for .these, organizations includes Richard 
v. Grant,. PhD, Fred'^ Graham, U, PhD, and J. Douglas Patterspn, MHA. \ . 

•This documien^t is the' final reseaj^ch report for .the contract and includes the major results of the 
study. Appendix D contains a^istir^ of alhabuleited raw^data that were ddiOered under this contract. 

Contributions to the project all ^tudsr.participants are h^rlby 'acknowledged with apprecation. 
Also acknowledged with appr^iation are various contribujiionS'made by^Leland R. Kaiser, PhD, 
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. CHAPTER '1' 

INTRODUCTION 



: This stijriy^ was undertaken to provide some insigljt 
jn^o the general questions, "What do administrators of 
.gjroup practice fonrns of ambulatory-health caur^ delivery 
currently dorthat is, what are their jobs currently?" and 

. /'What might administrators of group practice forms of 

, ambulatory health csire delivery be doing in the future; 
that is, what might their jobs be in the filture?" . 

The understanding and describing of the answers to 
these questions would secn^-to be a (/ery formidable task, 
M^y researchers havi^, for many years, been attempt- 
ing to describe managerial jobs^to define the nature of 
managerial work, and to describe managerial behavior 
(Blake & Mouton, 1964; Campbell, Dunnette., Lavyler, & 
Weick, I970;.Miht2berg, 1^73; Simon, 1957>. The results 
of this e^ensive body of research have not yielded a 
totally adequate method of deterrriining or defining ek6 
actly what managers and administrators do. There is 
probably no one best method; the approafch one takes 
de pehds^greatly on the anticipated use of the results, , 
The goal of this report is not to develop s widely 
applicable model foj describing managerial jobs, work, 
or behavior in general. While this area will not be 
consciously and actively avoided, it simply is not a prime 
objective of the study 2^ it' has been jn some previtous 
feffoits: The importance of this study is to be found in the 
description . of what admiriistrators of medical group, 
practices actually do. Even by limiting the efforts of; the 
sttidy to this one task, the problem remairiS sizable and 
complex, r ' 
. The principle factor ^complicating the study and 
understanding of administration in medical group ^ 
practice is the unusjaal organizational structure that is * 
unique to medical group practice. On the one hand, 
physicians are typically the ownisrs* or principal 
shareholders of tl^ie medical group; while on the other 
"hand, the same physicians are the primaryopcratingj and 
producing units in the group. The physician, then, we^s . 

• two different hjitsr^one hat vs that of an owner when he - 
sits on the governing body making policy decisions, aiid 

_ the o.ther hat is that qf a^ staff physician when he is 
involved in functioning under the daily roufine of the 
grpup's operations (Towne, 1973)i« The professional 
^administrator is thrust into the niiddle of this paradoxical 
situation. He must function by implettien;ting and 
administrating policy concerned with rrianagement of the 
operational, affairs of the same peopte whb^set policy in 
the first place (Therrell, 1972). The medi<:al (Jirector, if 
the group Has one, is periiaps in only a slightly bettex 
position than the profe^onal administrator in this case. 
While he^ is_a ph ysiciyi, and, tKerefofe, a pe er to the 
group's physicians, he also is concerned with imple- 
menting and admiSstering policy to a ^roup of people 



noted for tljeir strong professional independence 
(Allison; 1975). It is not ' sun^rising, therefore, thait 
administration in medical group practice oftentimes 
appears r^onuniform, complicated, and generally cqn- 
* fusing (at least to an outsider), and the goal of describing 
group practice administration would appear a formidable 

• task. . ' . 

Another factor that needs to be taken under 
consideration when"* attempting to describe and' 
understand administration in group practice is that 
group practice as an industry is just now beginning to 
emerge.. The history of group practice indicates that 
there have been many events and occurrences that have 
greatly influenpKi the development of groups and their 
administration. McFarland (1958) has written that '*Most 
of the early groups were not consciously organized, but 
evolved in response to forces over w)iich the physicians \ 
had little control' (a 16),'';Two of these forces were 

' identified by Staisel ^953) as being World Wars I and H. 

. Stasel also identified two deVelppments that accelerated 
the blooming of group* practices. These developments 
were the medical laboratory and X-ray and the financing 

_ of health ca re fay insurancje companies. The influen Qitgt 
politics and governmental legislation on group practice** 
and its adrpinistration was recognized by Clark (1973) 
who( observed that governmental action has affected 

/•group iDractice by^its and pieces, causing gradual 

* modification bj* group practices. Cutting (1965) has. 
analyzed -some of the importaint shifts in methods and 
philosophy that' have occurred in the .history ^ of the 
delivery of medical care and hasjcharted the Wstory of 

■'the "prepayment movement/ Another brief historical 
butfine of the development of health rfiainte nance 
organizations has been prepatred by'Harnann (1973). ' 

There have been few attempts to describe the roles of 
administrators in group practice probably because the 
' origins of group practices* have usually not beeri well 
documented or published. Those that have been written 
are usually based on personal experience (Davidson, 
1^54;i:)ean, 1964). . v 

Two final sources of information on the history of 
group practice are Group Metdical Practice in the U.S., 
1975 (in pres5) by Goodman, Bennett, and Oden and 
TTie Organizatjon andDeuefopmento/aMedica/Grot^ 
Practice (in press, by the Center for Research in 
Ambulatory Health (2are Administration ^CRAHCA). 
The former is an historical and statistical review of the 
growth of group' practice, and the latter presents a_ 
comprehensive picture of the many factors that have 
impacted group practice sinc^ its eariiest beginnmgs: . 

The . historical perspective, ^reveals that the . group 
practice industry is emergins under the influence of 
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many factors that have resulted in ^ wide diversity within 
the inclustry. The diversity in such factors as legal ^ 
structure, organizational structure, complexity of 
stHjcture, kind of payment mec]-iSnism, and size of the 
organization complicates the study of administration 
considerably. In addition, because the industry is 

^ essentially in a developmental stage; group practices are 
changing and evolving, thus, requiring administrative . 
roles to change and evolve accordingly. 

• ■ • ♦» ' , * 

Operational De^nitions 

'Before the mission and objectives of this study are 
described, it is appropriate to operationally define some 
- terms critical to this study. . 

Medical Group Practice/ The Medical Group 
Management Association's (MGMA) definition of a 
medical group practice \^as used as the working 
definition for this study (this definition generally 
corresponds with' the American Medical Association's 
(AMA) definition of a clinic or group.practice): "Medical 
,group practice is the provision of health care services by 
a group of at least three licensed physicians engaged full- 
time in a formally, oirganized arid legally recognized 
entity; sharing the group's income and expenses In a 
systematic manner; and sharing equipment, facilities,, 
common records, arid personnel involved in both patient 
care and business management (Constitution of the 
Medical Group Management Association)." . , 

Administration. Administration was operationally • 
defined as the conglorheration of all tasks performed in 
the execution of an organization's business and public 
affairs— generic administration. This study was cori- 
' Corned only 'Arith ' the top 'levels or administration in 
. medical group practices. In this context, the roles of 
prpfcssional. administrators (medical group managers), 
■ physician administrators (medical dir^ictors), and- 
"governing bodies U/ere of primary interest. 

Administrative roles and tasks, A role was defined * 
as an organized set of behaviors belonging to an 
identifiable" office or position (Sarbin <Sc Allen, 1968). The 
"organised set of behaviors" was determined ernpirically . 
at the taskjevel of detail. Tasks were the working level of 
activities of administrators— what administrators do. 

Payment mechanism (plan). Administration in 
grpups involved with both the fee for service and prepay 
payment r^iechanisms were studied. In addition, the 
study sample included some groups that had added or 
were in the process of adding a component of prepay 
payment to their existing fee for service payment, along 
with some groups that had settled on a mix of the two 
payment plans. ' • " 

Sizes of sroup practices. The sizes of group 
practices were determined by the approximate number 
"of full time equivalent (FTE) physicians in the group. For 
the purposes of this study, three catego ries o f size were 
established and utjlized: s mall. — 3. to 15 M t. phys icia ns; 
medium — 16 to 40 FTE physicians; large ~ 41+ FTE' 
physicians. 

Sampling units. The sampling units for the study 



were professional administrators, medical-directars, and^. 
governing body chairpersons speaking for/governiftg* 
bodies as units. . ^ • 

Sampling variables. The sampling, or subgrouping, . 
variables were payment mechanism (fee\ for service 
ver^s prepaid) and size (small versus m^diunj v^srsus 
Jarge). . ■ - . ' * . : / 

Futufe. The future was operationally definedas being 
approximately" 1985. 

Pattern of role interaction. Within any given group, 
practice, -;some of the tasks that constitute adminis- 
tration typically were performed by the professional 
administrator, some of the^ -tasks tyl^ically were 
, performed by the medical director, and sofne of the tasks 
typically were performed by 'the gDveming- body.. This 
configural pattern of t^sksjDy roles were definedji,s role 
interaction or the pattern of rgle interaction." *' 

Mission this Study 

* • ' ' 

the, mission of this study was to describe the current 
and future roles of professional administrators, medical 
directors, and governing bodies of fee for service and 
prepay medical group practices of various sizes in such a 
way as to be potentially, useful to health care delivery 
educators in curriculum evaluation and design^ 
/ * ; - ^ 

• ' Scope of this Study 

An overview of the scope of ^evendeavor can be 
obtained by analyzing the study's mission statement. For 
instance, "to describe" states that this research was 

; considered to be investigative and descriptive in the , 
sense that no a priori hypotheses were'stated and tested. 

' Administration in medical group practices was the- 
subject of the study,' and the focus was upon adminis- 
trative tasks performed by professional administrators, 
m.edicahdirectbrs, and governing Bodies. ' 

' It was considered irn^portant to examine and describe 
current roles of administrators^ in order to develop a 
foundation base'd on an understanding of what currently 
is being done. An understanding of current roles would 
help in developing projections of what administrators^ 
fnight be -doing in the future. 

It -Was ^consid^red important to examine and predict 
possible future roles of administrators because of the lag 
tim^^herent in the educational process. In order for 
Lnfortnation such as developed in this study' tp be useful* 
to educators, it must be somewhat predictive so that the 
system can evaluate the projections, analyze their' 
implications, develop and test cutricula and courses to 
meet the needs,' and train-students. Because of the time 
involved in. this** process, the qualifications of students 

. .t!ra]ned, based upon today's requirements, might very 
well be obsolete ^by the time thV students graduate and 
seek their first jobs. C%:ourse,»this argument is valid only 
by assuming that ediicators wish to be responsive to the* 
"training" needs of practicing professionals' and not 
simply with ^'educating" students. * . . 
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Two variables, or sets of contmsts, were considered, a 
priori, important to the descriptions of administration 
and administrative roles. It w^ felt that both payment 
mechanism employed '^y group practices, (fee for 
-service versus prepaymeifit) and sizes of the organiza- 
tions would affect administiration and the roles of admin- 
istrators. Therefore, these two factors, size and payment 
mechanism, .were considered independent ot subgroup- 
i ng variables. ' 

Finally, although determining educational needs in 
terms of knowledge, skills, and abilities required to t)e a 
mediceil group practice administrator was not within the 
scope of this study, the last phrase was included in the 
mission statement to serve as a reminder that it should 
be possible .to use ths ' study's results* as 'a basis for 
performing analyses wthfet would yield educationally 
useful information. The study results have met this 
cdjndition; they do contain informatidn useful for 
ecmcators. However, the transfer to educational needs is 
not direct in^that knowledge, skills, and abiKties are not. 
overtly. specified. The recommendation will be made that 
the necessary analyses to be perfomedon the results of 
this investigation in order to provide information more 
directly ilisable by the educational community. 



Objectives of this Study - 

The administration of the group, ot course, - was th^ 
focus of this study. The position was takefl.-^at 
administrative roles derive from,*and exist within, the 
total, generic complex of administration in any 
organization. This particular conceptualization led to the 
statement of the following objectives: ' . ^ " 

1, To describe and analyze administration ir^certain 
grdup practice forms of health care delivei^, 
. 2. To identify basic differences that occur in admin- 
istration under different payment plans and under 
different sizes of grc^p practices, as well as 
other identified f^ct<jrs. • 
3. To describe and!?^* analyze adminisitrative inter- 
actions among professional administrators, med- 
ical directors,' and governing bodies (bosirds'^of 
trustees, partnerships, committees, and so forth), 
4 To identify basic differences in . administrative 
interactions (if any are discernible) that occur 
under different ^yment plans arid under different 
\ siz^es of group practice. 

5. To descin*be and analyze the potential future 
f oles of administrators in the management of grou^ 
•practice fo^^pis of health care delivery. 

6. To identify shifts or change in administrative 
roles and in interactions amo^g administrators as, 
and when, groups change from fee for service pay- 
ment plans to prepay payment plans. 

■ 7, To describe anpl analyze^ basic demographic data 
' , and work histories of typical administrator^ of 

. group piractice. . /. 

While -all of the objectives were within- the scope of 
this effort; it was decided thattr^ng to address each of 
the, objectives equally might excessively dilute the final 



product of the study. Therefore, objectives 1, 2, and 5 
were considered Bf primary importance and were .the 
object of the majority of the analysis and interpretation 
efforts reported herein. Although data concerning all of 
the objectives are included in this report, the bulk of this 
document is concerned with objectives 1, 2, and 5. 
Furthermore, although roles of medical directors and 
governing bodies of group- practices are described to 
some extcfit, the emphasis has been placed ^pon the 
examination and description of the medical group's 
•prpfi^ional administrator,. ' ^ 



Summary of Findings 

♦ Taking into consideration both the mission and ob- 
jectives of this st6dy, the following sunimary of findings 
represents a* Synthesis of the 'study's major resulfs.iV^ , 
detailed description of each conclusion is presented W ' ' ' 

Chapter 9. ' _ - , J-'.'^-;. 

1. The professional administrator is responsib/e for a - ^ 
majority of a group's administrative activities; but, these • ' : 
tasks.2ire not usually of a high decision-mSkinglevel. The 
ppofessional administrator, however, significantly in- 
fluences the functioning of his group by being generally 
int|o/i;ed in major decision- and 'policy-making through 
activities that could be labeled "persi^asion" or 
"negotiation/' 



^2, Professional administrators are ' generally highly 
educated and they actively pursue^opportunities to 
increaise the level of their knowledge. Professional 
administrators, however, havejsducational backgrounds 
that vary considetabiy in terms of college majors. ' ^ 

3. Professional administrators begin their careers in 
group practice administration with a wide variety bf 
experience from many other career areas. Once in this 
profession, they tend to stay for long perioc^s, usuaUy j 
with the same grou'p.^ 

• ' 4. ,The medical dfrector is an unu$u|d type of 

administrator. He is responsible for the least number of 
administrative tasks, yet he is highly involved with most 
of the group's administrative tasks. His principle role 
appears to be with the business-related medical aspects 
of the groiyp'and in administering to the 'personal and 
interpersorwd needs of the group's, physicians and other ' 

medical staff: ■ ■ - 

5. Medical directors are distributed fairly propor- 
tionately among groups of various size and payment 
mechanisms. Yet, only 20% of all respondent groups 
have a medical director. Th^re are indications, however, • 
that the* number of medical directors wfll increase ^ 
significantly in the future. ^ 

* -'-MAn the groups that have a medical director, the role — ^ 
of the governing body is most significantly affected! The 
medical director assumes some of the task responsibility 

of the governing body. The medicil director also, to a . , 
lesser extent, assumes some pf the professional 
administrator-s tasks. ' ' * 

7. The governing body does not have the largest role •. • 
in a group practice in terms of tasks for which it is 
responsible, but it does have the most powerful role. The 
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governing bcxly approves the group's majohpolicies and / 
makes most of bhe importarit decisions for the grou^p.. 

8. While the governing body is the highest decision- 
making body in a groilto, it is not very involved in the 
overall administration, a group. . ' 

9. Th'^ larger a group practice, the greater t*he number 
of administrative tasks that are performed and the fewer 
the number of tasks for which the professional 
administrator is responsible. In addition, the professional ^ 
administratoi- is less personally involved in his group's 

' administrative tasks the larger the group. 

10. Many medium-sized group practices appear to be 
affected by 'an organizational' transition period that 
involves ^ grpup switching from a' loosely structured, ' 
very personal organization to a more structured, less 

' personc^ type of business.. This effect shows most clearly 
in th^role.of the medium-sized group's professtonal 
administlrator who is more* involved with the adn^inis- 
trative tasks of his governing body than professional 
administrators of small or Icirge groups. r 

11. Professional administrator in prepayment groups 
are responsible for jnore administrative tasks but less 

p personally involved in the group's activities than are their 
counterparts in fee for service groups.- 

12. More administrativg. tasks are performed by 
prepayment groups than by fee for service groups. 

13. Prepayment groups on the average have longer 
clinic hours, more physicians, and more satellites than 
fee for service groups^ In addition, the professional 
administrator of a prepayment 'group ha^ held more* 
positions in the health care delivery field and ijvorks fewer 
hours than does the professipnai administrator of a fee 
for service group. . , 
, 14. A^dministration within the prepayment groups of 
today resembles what administration, in fee for se,rvice 
-jgroups might look like in the future. 

15. There is very poor agreement between admin- 
istrative roles within a group as to vyho has chief 

■ responsibility for the group's administrative tasks. For 
each administrative role, however, there is a small core 
of tasks upon^which there is high agreement. ' - 

, 16. The administrative tasks that the, professional 
administrator feels are critical to his role seldom overlap 
the critical tasks, mentioned by either the medical* 
director or governing body. However, the'critical tasks 
of the medical director and governing body frequently do 
overlap. _ 

17. The medical director and governing body perform 
critical tasks that are on a higher functional level than 
those performed by the professional administrator. 

18. The size of a'group influences both the type and 
' functional - level of the professional administrator's 

critical tasks. The larger the group, the more.that people- 
oriented tasks assurne importance and data-oriented^ 
tasks decrease in importance. In addition, the profes- 
sional administrator of a large group performs critical 
. tasks .'that are on a higher functional level than those 
performed by smapll or medium-sized groups' profes- 
sional administrators. , \ ^ 
■ 19. The majority of the professional administrator's 
'duties are data-oriented, while the . majority of the 



medical director's- tasks are people -oriented. The 
medical director also performs fewer administrative 
taskis and spends less time on each than does the 
professional administrator. ^ 

20. The larger the group, the nurnber .of people- 
oriented tasks perfortfied by the medical director ' 
decreases, and the number of data-oriented tasks 
increases. This is the opposite of the trend displayed by 
professional administrators. ^ ^ , 

21. Prepayment professional administi^tors pe^onrl 
morejDeople-oriented t^ks than data taskscoqjpai'ed to- • 
fee for service professional administrators. Prepayment . 
medical directors perform more data-oriented tasks than 
people-oriented -J tasks compared to fee for service 
medical directors:- - • 

22. Based on all data, it appears that the professional 
administrator and 'the medical director have comple- 
mentary roles. The professional!administrator deals with 
the business aspects of the group while the pnedical. 
director deals with the medical aspects of the group. The ^ 
gov/eming body s^ts - polfcy and rhakes irnportant ^ 
decisions for the group. . 

23. In the future, group practice ad^ninistrators^wiil 
become more invojved in tasks related to the boundary 
fur^ctions of the adaptive? supportive, disppsal and 
procurement subsystems. These increased boundary 
functions will be necessary in order* to cope with, gov- • 
emmental regulatory bodies, consumer groups, labor 
uniojis, and prepaid^urchasers of services. ^ _ _ 

24. Professional administrators wilj be particularly 
active in collecting and processing infocmation about and 
from each of the following groups: regdatory informa- 
tion from the^ government, advice and opinions from 
consumers, grievances and demands from unions,, and 
expectations from prepaid consumers. ' ' ^ 

, ^5. To. interact effectively with each of the groups 
mentioned above, professional administrators will need" 
tp increase their efforts in the areas of lobbying, public ' . 
relations, and ima'ge building. Thesle activities will assure 
groups and their administrators 6f success in their formal 
business relationships with their external environment. 

26. Advertising, marketing, andf competitive rate 
setting of ana for services are additional activities that ; 
wiii become tiie^administrator's re^jjonsibility with the 
increase in prepayment. These activities will haye to be 
carefully balanced and adjusted to the constrSnts^and- 
expectations of union, rnember employee^.the gov- 
ernment, and the public at large. This l^aJancing and 
adjusting will require the professional aditiinistrator to 
become an eyen more skilled mediator Avith. the courage 

_ fo lead and ser directions for these multiple groups. 

27. Prepayment will involve administrators in service 
contract negotiation, in concerns for enrollment ac'tiv-. 
ities, and continued concern with patient satisfaction.' 
The professional administrator will be'involvedkri resolv- 
ing patient-physician^ conflicts in the interests of high ; - 
prepaid group membership. These negotiating and con- 
flict-resolving activities will, at all times, need to be Care- 
fully done in the light of government regulations apd ex- 
pectations from union employees. 

28. Above all, the increasing importance of the - 
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interaction at the boundary between groups and their 
environments', will require professionahadministrators to 
maike adjustments in the internally focussed . subsystems," 
the maintenan ce and the managerial subsystems. , 

29. Internal information gathering, maintaining, and; 
processing systems will need to be developed to cope ' 
with the capitation rate setting required for prepayment, 
the record keeping artd reporting^ expected by the 
government, and the compliance required by labor union 
contracts. 

30. These information-gathering and -processing 
functions will also be required to monitor the concerns of 
the group s enmploy^es and physicians, as well as its 
constituent coh^uner groups. The projcssion^ admin- 
istrator will be required to know how to collect, analyze, 
and; use the ^formation effectively. -^^ 

31. Professional administrators will have to recognize 



and address the increasing specification of job and role^ 
responsibilities^ required in order to mfeet government ^ 
regulatory and labor unk)n contractual requirements. 

32. The increasing imponance of the external envi- 
ronment, the needs for information, and the/increasingf 
requirement for clarification of responsibilKies will re- ' 
quire" professional administrators and their groups to 
become more significantly involved in planning — &oth in 
the short run ^d in the long term. / ' * , 

33. This same convergence of significant boundary 
relationships and consequent iritemal" chaQges will 
require the adrrunistrator yio idelegjate mdre 
responsibiliti^ to speci2illy-^ained assistants and 

^ subordi nates. ' _/ . ' • ' ' 

^ 34. Finally,. the shifting of responsibilities will bring the 
rhedicar director in the group practice setting into ^ more^ 
, significant role with mo^e tasks and^^atenjivolvement. 
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CHAPTER 2 : 

METHODOLOt3ICAL APPROACH 



The ^tudy* cSrf^nt'i\)les was initiadly conduct^ 
separately from the-study ofv future roles; the nnetho3S^ 
employed were entirely different. Therefore, data 
collected during the initial phases of eaph study were- 
■ -tQtallyjndcpendent of each other-. Th64wo-^tracks" were-^_ 
nrierged at a 'critical point toward- the end of the 
investigation to yield ,a synthesis of . the data and 
projections -vof the future of group, practice adminis- 
tration. It was hoped that this approach , might lend 
validity and strength to the projections. In other words, ' 
by ■ maintaining independence jn the beginning* and"^ 
synthesizing only tow^d the end, neither method was 
confounded by the other nor prejudiced toward any • 
particular outcome— the methodologies did not bias the 
• projections. •\ ' .' ^ 



Current Rol^ Nfethodology 



Empiriial methods were used to develop the* basic 
description of q'.ineric administration in medical group 
' practices, Adfnirtstrative task .statements »were sys- 
^ttmaticaJly solicited from,' and evaluated by, practicing 
medicaj group administrators. By methods described in 
more detail in Chapter 4, th% statements of a'dministr^* 




The Future of Health Care Methodology 

Before future roles, per se, of gtoup practice 
administrators -were investigated, an intervening step 
;-was -.necessary^ -Administrative -roles^exist^in^and are- 
impacted by a host of situational and environmental 
variables. It was necessary, therefore, to controWor^ o^ 
at least spJiscify the situational and environmental 
conditions upon which the roles^re dependent, and 
from which the role descriptions were made. This' 
intervenihg step^ tjien, involved. ;W investigation and 
specification of aspects of the future of health care that 
mighV impact the roles of group practice administrators. 

The investigation into • the iuture of* health care was 
acconnplished in several ways. Three Nominal Groups 
(Delbecq & V?j^ de Ven, 1971; Delbecq, Van de Ven, & 
Gustafson, 1975; Van de Ven & Delbecq, 1972) were ' 
conducted using the future pf^ health care relevant to 
group practice administration as the t-arget topic. Nineu: 
interviews Were conducted -with experts^.lead'ers and 
policy-makers, and seers and futurists in the health-eare 
and related fields. In addition, the data firom two Delphi 
(Dalkey,/l972) studies of the future of health c^e, 
coj^ducted under different studies, were incorporated 
into this (investigation.^ ^Finally, thrpugh a pfocedure- 
explained in detailin Chapter 7 data ft^om th^ N(3?ninal ^ 
Groups, from thelB(elphis, and ftom the interviews -we re . 
synthesized into several^scen^os that specified possible 
alternative health care futures. 



tive tasks were refined and synthesized into a relatively ^ . 

complete but parsimonious "Standard List of-Adminis- The "Future Holes Methodologies 

T..i.^" 7hg list (!^as "standard'V because 'it , . . . ' . . , 



trativ6 Tasks, 
contained tasks performed b^y all of the sampling units of 
interest in the study; it was, therefore, a common (or 
standard) 4ist of administratiOe- .tasks. 

fThe standard list served ^o purposes. First, it 
represented the-most basic, generalized statemefnt.of 
administration in medical group practices— it was the 
description of generic administration. Second, by. 
'incorporating it into a questidpnaire that wa^s mailed to 
professional administrators, medical directors; And 
governing body chairpersons, it, served as. the basis for a 
measuring jpstniment or irtdex.^The administration of 
^the instrument yielded empirical datithat: (a) enhartced 
the generic description; (b) differentiate^ among the 
roles of the administrators of interest (the saimplirig 
units); and, (c) nneasured the relationships among the 
sampling^ variables (size and payment mechanism), 
adrrunistration, and administrative rQles. : 

A select number of time/activity logs and sit^^sih 
interviews were employed as additional meth6d61^eSSs/ 
.The datae. firom these techniques were used sutoort 
■ arid enrich the dtecriptidns teased upon the task list and 
questionnaires, . , . " - 
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The scenarios developed as an output of the health 
\ care future investigation were very imporfent -to the 
future »rol«s s study Sinfie the scenarios served as a 
foundation or framework within vOhich the description of 
future roles were structured. Two methodologies were 
. used to project future administrative roles ft^om the 
future of' hcaath c6r^ It, wks within these twb 
rnetl)odologies that the merging of the t\yo ^'tracks," the 
study of current ,3foles and the study of future rolcs^/ 
occtirred. In one me^od^ three difference isunlmariesof 
the future scenarios were developed and served as the 
intervcninp^^ndition in a pre-post design. Rfteen 
iprofessionaTadmini^tratots wRp had already completed 
1 the study'? survey questionnaire were asked to 'Vetake". r 
the q yestiornihire afl|fr reading oneof the scehjirios. The 
/Second method used to pcoject future administrative 
" roles was-a staff analysis. The pr^oject staff participated in 
review^f the current roles data and of the health care 
future data. By srou0 analysis and discussion, the impJa^t * 
of ^the health' care future data upon the current roleis 
• de«:riptions was assessed to produce projected future 
administrative roles. 
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CHAPTER 3 

THE STUDY Participants 

(AND NONPARTICIPANTS) 



Meaningful generalization? of this study's findings and 
of jts recommendations for the ;administratioh of group 

s practices should be based pn the fact that the study 
participants are truly representative of threntire MG MA 

. membership. To ilFustrate this, eight -demographic 

; variables which were available for the entire MGMA 
membership, study respondents as wel) as 
nonrespondents, were selected .for descriptive and 
comparative purposes. These variables encompass two 
major attribute domains — the personal attributes of -the 
administrator and his group's characteristics. Included 

• among the administrator's personal attributes are s^x, 



average age, and average educational level. The 
characteristics of tHe administrators' groups are 
geographic distribution of the groups by section; size of 
the groups, as defined by the number of physicians and 
nonphysician employees in the .groups; legal 
organization of the groups; number of satellite clinics 
attach^^d Iq the groups; anc} whether or not the groups 
have medical directors. These variables and the 
appropriate statistics^'for each are presented in Table 3:1 
for the' entire MGMA membership, the study 
respondents, and the nonrespondents. 



TABLE 3-1 



Means and Percentages of Professional' AD^4^NISTKAT0RS' Characteristics wrm Sionipicance Tests Between 
IVoNRESPONDENT^. StuDY REsi^ihJDENTs AND THE MGMA Membership 
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Significance Tests 












Respondent 








*^ 


Respondent 


vs. 


Variable • 




■Study 


MGMA 


vs. 


MGMA 


Nonrcspondent 


Participants . 


Membership 


Respondent 


Membtrship 


Sex 








N.S. 


N.S. 


Male 


86% 


89% 


.88% 








14% 


11% 


12% 








47.0 


44.0 


'44.0 


'.P<.003 f 


N.S. 






15.8 


15.6 . . 




N.S. ^ . 


Mean Size 










N.S. 




20.3 


17.8 


18.4' 








S6.0 


57.4 


57.2 








.39 


.43 


.33" 


N.S. 


N.S 


Medical Director 








N.S. 


N.S. 


Yet : 


23% 


20% 


24% 






No 


77% 


80% 


76% 






Type of Or^M^^on 








N.S. 


N.S. V 




7% 


7% 


9% 








1% 


0% 


1% 


* ^ • 






48% • 


' 55% 


• 46% 








0% 


1% 


1% 








34% 


35% 


yj% 








. 3% 


0% 


2% 








5% 


2% 


4% 






Section 








.N.S. 


■ N.S. 




2a% 


26% 


28% 






Midvuettem 


25% 


32% 


28% 








*15% 


14% 


16% 






1 


31% 


27% 


28% 







. bemogKapbic Description of the 
MGMA Membership 

Descriptive information on the MGMA membership's 
personal and group characteristics was obtained from 
information in the IntemationQl Directory of the MGMA, 
1974-1975 ^nd from the MGMA data base. Emerging 
from these sources is' a profile of the typical MGMA 
member — a professional, male administrator (88% bf alt 
professional administrators are male) approximately 44 
ye^s of a^e who has attended an average of IS.&years of - 
school. 

The .attnijute profile of the groups represented by 
MGMA members indicates that the groups are located 
proportionately thrtiughout the cQptinental United 
States, with the Western, Mifiwestem, and Southern 
sections of MGMA each cohtainin^ 28% of the total 
number of groups. Only the Eastern section, with 16% of 
the membership, is disproportionate with the other 
sections. The average size of MGMA groups, based on 
the number of physicians in each, js 18.4 physicians per 
group. Tne. average number of non -physician employees 
in each group is 57.2. MGMA groups, therefore, have 
a proportion of ^2 employees for each physician. 

Six organizational types were employed to differ- 
entiate., the various legal structurffes groups use for 
providing professional services. Forty-six percent (46%) 
of MGMA groups have a corporate form of organization. 
The other organizational types in 'descending order of 
their occurrence are: partnerships, 37%; association^, 
"9%; sole proprietorships, 2%; and business trusts and 
foundations, each with 1%. Misc^Haneous forms of 
^organization account for the remaining 4*^. On the 
average, there are .33 satellite clinics for each group 
having a member in MGMA. Rnally, 76% of the 
membership reported that they do not have formally 
designated medical directors within their group*s. 

The biographic and dcnriographic variables outlined 
above form a partial attribute description of the MGMA 
membership and their groups, Using these/ same 
variables, it is possible to cpmpare the study respon- ' 
dents to the entire MGMA membership'of professioni^l 
administrators. Failure to deroonstrate that the study 
respondents are repres^nta'tive of the entire MGMA 
membership would cast serious doubt on the implica- 
tions of the study'a findings and its conclusions for the 
MGMA membership. 

J| — - . , - r 

Comparison of Study Respondents 
to the MGMA Membership 

The total population selected tor study was the 
MGMA American membership as of November, 1975. 
At that time, there were l,2jl6 active membijr? within the' 
continental United States, The survey questionnaire was 
mailed to each of these members, along with survey 
qufsstionnaircs for medical directors and for governing 
body chairpersons. The latter qu«stionnairc9 were 
mailed with the professional administrator's surveys 



^ because of a) lack of reliable information concerning the 
existence of medical director and chairperson positions 
in all of the groups. In the sCirvey cover letter (AppendiK 
A),**each professional administrator was requested "to" 
deliver the enclosed questionnaires to the appropriate ' 
respondents if possible. ' ' ^ 

The final response rate of usable questionnaires from 
professional administrators was 583 or 47.9% of the total 
MGMA membership. A total of 106 questionnaires were 
completed by medical directors. Although information 
on the absolute numSer of medical directors in MGMA 
represented groups is somewViat incompiefe, an esti^ 
• 'mate based on the number or medical directors listed 
in the Internotionol Directory indicates that 36% of all 
mediQal directors respondeii tathe survey. A total of 237 
questionnaires ,were fetumed by governing body 
chairpersons. Again, due to the variety of organizational 
structures found irt group practices; the actual number 
of chairpersons is not precisely known. Based on the 
total number of groups to which the survey was sent, the 
return rate of 237 governing body chairperson 
questionnaires would constitute 19.5% of the total 
population; however, this figure is probebly based on an 
overestimate of the true number of governing body 
chairpersons. 'For a further numerical breakdown of 
type of respondents by group, the reader is referred to 
Appendix B, Table B-1. 

A comparison of the figures presented in Table 3*1 for 
the study participants and the MGMA membefrship 
indicates "that .the two groups are highly similar in all eight 
comparison variables. Tests of significance for each 
variable did not produce -any statistical differences 
between the two groups. Base4 on this information, it 
can be concluded that, 'in terms of the'^eight descriptive 
variables, the study participants are a representative 
sample.of MGMA's membership. 

}'■>■' ^ 
Additional DescT^ptiori 6f 
Study Participants J- 

A descriptive profile of the study participants would 
not be complete without additional information relevant 
to their educati6ns, career de{;elopment patterns, and 
other selected biographicaP and organizational 

^ characteristics. 

Within the rcsponde^nt sample, 78% ot the professional 

, admiriistrators have a bachelor ' degree or higher. 
Tw^ty-seven (27%) of the prolfessional' administrators 

. with bachelor d^igree^ also have earned graduate de- 
grees. Qf the 22% who have less than a bachelor degree, 
a total of 73% have attended one to four years of college. 
The undergraduate major most frequently mentioned 
by prOfes^ioneil administrators with bachelor degrees is 
in the field of business or public administration. This 
major accounts for 34% of all uridergraduate degrees. 
Accounting ?nd economics are the second most 
mentioned majors for professional administrators, with 
18% and 7% respectively, The remaining 41%. is 
distributed among a wide variety of possible college 
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majors including health care adrxiinistration. education, 
Jiberal arts, the physical sciences, political scjenqes, 
psychology, and many others. 

' The most represented major for professional adminis- 
trators holding graduate degrees is health ^ei^ces ad- 
ministration. This degree accounts for 39% of all degrees 
higher than a bachelor-degree. Business administration 
is' the next most frequently obtained graauate degree, 
accounting for 30% of all graduate majors listed. A third 
significant category of gradyate nrwijors is accounting and 
economics. Nine.percent '(9%) of theprofessional admin- 
istrators received their graduate degrees in one of these 
two majors. * ' _ 

Eight percent (8%) of the total number of study 
participants indicated that they ar^g presently working * 
toward an advanced degree.>Bachelor degrees account^ 
for 35% of Ihis total and the remaining 65%'^are graduate 
degrees. A general conclusipn regarding the education of 
professional administrator's .is that while they have 
obtained a high level of education, their educational 
backgrounds are not focused in^ any one area. Rather, 
professiomal administrators pursue educational training 
throughout a-wide variety of college majors.- * , ' 

As the professioneil administrator' has' a varied 
educational background, so, too, does he have a varied 
background in work experience. The field W health care 
admiijistration has not always been a first choice in the ' 
pr ofes sional .administrate r's career. Of all job titles ever 
held by the study participants, only 57% were in the 
health care field. Twenty-three percent \23%) of the 
participants' former jobs were in a service type field; 13% 
were in manufacturing Or retail areais; and 7% were in 
governmental positions. ^ 

The approximate number of positions hddin the field 
of hcajth care administration during the career of the 
typical study participant is two. Many of these positions 
Jiave been within the same group. In^addition, less than 
53% of the professional administrators have had more . 
than one title or position in health care administration. 
This tends to support the popular hypothesis that there 
is little transfer of administrative staff between group 
practices. 

SludV participants have held positions in the health 
care adminisfration field for an average of 11 years. The 
typical professional administrator did riot enter this field 
until an average of seven years ^rft«r receiving hii highest 
degree; however, 31% of the study participants went ' 
directly into health care adrjiinistration at the conclusion 
of their formal schooling. It would appear that many 
professional administrators bring to the field of health 
care administration- a wide: variety of professional 
experience in addition 'to varied educational back- 
grounds. Tjhe professional administrator's education and 
experience must certainly influence the administrative 
functions of health care- delivery, and conversely, the 

.particular demands of health care administration rtiust 
require adaptation on the part' of the professional 

' administrator. , ' 

The professional administrator's position in a group 
practice is analogous in some respects to positions held 

- by managers at the top of the management hlerarbhy in 



general industryjThe professional administrator spends 
an.average of six and one half hours per week at his job 
beyond the traditional 40 hours week. Sixty-one percent 
(61%) of the study participants indicated that they are 
responsible only to the group's board of directors or 
, chairperson. Among 60% of the study particiqafnts, fiscal 
responsibility for the group's 'majorcapitaf expenditures 
is 'ejther . the main concern of the ^professional 
: 1 administrator alone orjs^shafed with others. Jn 85%of^ 
the groups, the professional administrator^ has primary. 
. . fiscal, responsibility for all supplies and other mainte- 
nance needs related to his^g roup. 

One, point of depeirture between the ^professional 
. administrator's position and the administrator in 
industry is the degree. ' to which the profcssionad 
* adminis^trator is involved in the.personal business affairs 
df'the group's' physicians. AJmost 50% of the study 
participants indicated that they are involved "often" or to 
a "great deal" in the private business affairs of the group's . 
physicians.. Furthermore, . oply 25% of the study 
participahts have their officii duties or authority defined 
for them in a' written job description. . . 

The expanding growth ratfe among group practices is 
demonstrated by the 66% of the study participants who 
, responded that' their group^ are growing in size;- 31% 
indicated that "their groups are remaining stable in size; 
and only 2% replied that their groups are decreasing in 
size. A total of 83% of the study participants indicated 
that their gropps have oo operational prepayment plans 
in existence. Of the i'emaining 17%, the , average 
proportion of revenue generated by prepayment as 
opposed to fee for service revenues is 30%. 

On the average, the participant groups pffer full 
service 48 hours per vveek. The normal working hours 
for most groups are pight hours daily, Monday through 
Friday, half day on Saturday, cbsed on Sunday. 
Approximately 65% of the groups provide limited seniice 
hours in addition to their regular hours. 

The average group in the study sees approximately 
240 patients a day. This patient load is expressed in 
terms of outpatient load only. Considering that the aver- 
I age number ■ physicians per group is slightly over 17, 
the average physician is able to see and treat approxi- 
mately 14 patients a day. A final organizational charac- 
teristic of the groups of study participants is the number 

olbranch clinics oraatelIit€»jas$c<iflted 

twenty-five percent (25%) of the groups reported that 
they have satellites; the modal number was one per 
group. The most satellites reported by any one group 
was 10. . 

Nonrespondents 

The nonrespond^nt population were'those admir^is- 
trators ^ho failed to complete and return the survey 
, questionnaire. To describe this population, a random 
sample of 100 respondents was selected fi>pm the study's 
mailing list and di^icriptive che^racteristics for each were 
obtained from the IntermtionQl Directoiy, 1974-2976. It 
was not possible to obtain the necessary information on 



each of the first 100 -nonrespdndents. Ajnong the 
reasons fgr this was that manj; aehninistr^lors have 
joined MGMA since the last update of the DirectcA^; 
.consequently, not all the raonrespondent professi,ortil 
administrators were listed. Secondly, while / some, 
honresponcj^nt professional administratoi^- were* lifted 
in the Directory, there was no accompanying descriprive 
information for thetri or their groups. This situation 
occurs because the'Direcfory is dependent uj5br\ each 
administrator to provide the necessary biographic ana 
demographic data. - v . 

'The. process of randomly selecting nonrespolndehts 
was continued until a total ^f fOO were found for wH'om . 
.available information was uaSble. Table3-1 contaiiis the 
nonrespondent data according to the eight descriptive 
variables which describe the total ^^S^4A membership 
and the study participants. Because neither the 
International Directory nor, jhe MG^4A database 
contain information'ort ayerage-educatiorlal levfel^ the 
nonrespondents), this data was not included in Tab« 3- f . 

Comparisons between the nonr^pondents anp the. 
study participants indicate that:the two, groups do not\ 
differ. significlfitly in the sex of the member. The majority 
of the nonrespondents are male. The only significant 
difference between the two grofljJiSs the average age of 



the professional administii-atoi*. The nonrespondents " 
represent an average age of 47, which is three /ears older 
than the study.respondents. While this difference is not 
Sre^t, it was statistically significant' and thus deserves' 
close attention. One* possible ext^lanation ior the . 
difference^ irt' age might be that older professional* 
administrators are more .indiffe^rent or'sl<eptical o{ the 
possi:ble benefits*to be derived from survey results and, 
therefoire, failed to participate in the study. " 

The characteristics of the nonrespondent groups vary 
only slightly from thos^ of the st?udy participants. _ 
Nonrespondent groups typically contain art average of 
.20 physicians and 56 nonphysician employees, a" ratio jDf 
2.8 employees for each physician. The nonrespondent 
groups have an g;verag€ of .39 satellite clinics^nd only 
23% h^ve a medical director in the group. * ^ ^ 

The types, of 1^:^1 prganizatioti for nonrespondent' 
groups reflect basically the same'proportions as do ti^osg 
of. study participants^ .There appears, however, to be 
slightly, few^ cbrtpiratfens and mor;^ solfe profDri- 
etorships. The greatest *di^|jerence between nonresp<in- 
denfs and participants'tn teirns of their section location is 
within the Midwestern section, where . there/ are' ' 
proportionately^ffewer nonrespondents than jy any of the 
other sectipns. 
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GENERIC ADMINISTRATION IN MEDFCAL 




GROUP PRAcnCEl 



'penepc administration has been pp>^rationallyGiefined ; 
as -the - conglomeration all tasks jDerformed in the 
executlpri' of an organization s business and public 
affairs. 'Generic atiriinistfation was operationalized for 
the purpose of this' study -as being made up of ^ set of 
taskis. This research was directed toward administration 
in medical group practices, and, furthermore, focused ' 
upon' the administrative roles qf professional' adminis- - 
trators, medical directors, and govemifig bpdies in fee 
for service and prepaid group practices of various sizes. 
Obviously, in many groups, administration involves 
many more people than simply the professional 
administrator, medical director, and governing body; 
however, this research was scoped to include only what 
was considered to be the three top levels or echelons of 
administration, 

In order to describe generic administration, then, this 
study had to define and specify administrative tasks 
performed by professional administrators, medical 
directors, and governing bodies of fee for 'service and 
Iprepald medical groups of various sizes. Because of fhe 
importance of this objective to the study, the manner ia 
which the generic administrative tasks were developed 
was also important. Mintzberg (1973), in commenting on . 
the inadequacies of prior research into the nature of 
managerial work, . emphasized the iroportance of the 
development of the list of task statements. 



In assessing 1hc/eason$ for this one can concKjde thftt the 
important inductive research was done, not in the fitiing out of 
questionnaires or in the factor ^lysis, but in the development 
of the list of statements in the first place. For it was here that the 
researchers constrained their findings. Any important elements 
of managerial work inadvertently excluded at this point couJd 
not reappear later. From this point on, the studies simply 
u«fghred given job elements. It is surprising, therefore, that 
these researchers gave so little attention in their reports tp'the 
choice of statements, and so much ta the routme mathematkal. 
manipulations of data (pp. 214>215). 



In his study, Mintzberg solved the above problem by 
using direct observational data collection techniques 
instead of relying on a list of pre-established statements. 
Resource* limitation of this project precluded the use of 
direct observation. However, Mintzb^rg's comments 
wefe heeded, and although the present study's approach 
was not as d^fit^itive as was Mintzberg 's,^ the problem 
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^v<to^i^r^s'wJ^^Tie study gave. a good deal of ^ 

^jfffe^orrv'to. th-^'c^ o( task statements. 

^ The En^^cal Development- of 
Administrative Task -Statements - 

: An empiril^^l^proach was taken to the specification 
' of the geneij^jeJpinistrative tasks. Rather than develop, 
the administi^Bi^^^ task statements a priori, practicing 
medical group^ administrators were' asked to proOide 
statements' of what they do. Two sets of^^jiine group 
practice administrators, each set including^professional 
administrators, medical directors, and governing tody 
^ chairpersons (speaking for the governing body as zxa 
entity), were recruited and asked to list tasks that they 
(or the governing body) perform in their jobs as 
administrators. ' T:^ 

This activity was structured differently for the 
participants of each of the two grouiDS. One group was 
asked simply to write ^ many task statements as they 
couid think of on 3 x 5 indejc cards. The other group was 
asked to maintain, for a two-week period, a time/activity 
<l9g of administrativ"^ tasks performed during^ the day. 

The participating administrators wrote approximately 
425 task statements. Some of the statements / u/er|s 
duplications and some were variations of others, , After 
some minor initial processing by the project staff, 
' primagrily to eliminate oljvious . duplication, a third, 
V, independent group of admin^r^^^ors evaluated the list 
fpr the understandability of each statement and for the 

* comprehensiveness of the list. \^ 

The evaluation and resulting revisions yielded a list 
that contained approximately 350 discrete- task state-, 
ments, with each task being performed by at jeeist one 

• medical group administrator. Some duplication and 
overlap still existed among the, statements, but it was 

, ' difficult to revise the list because the statements were 
discrete and disorgani^ied. Theri: was not a systematic 
method of evaluating the overlap among the items of* the 
comprehiensiveness of the list. Therefore, several 
attempts were rfiade to judgmentally constnict a 
typ)ology qf the task staternents to guide the further 

' refinement of the list. The typology found .to be the 
. cleanest and most useful was one developed in an open 
systems context by Katz and Kahn (1966). 

1.7- ■ ■ 
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Constru<?tLon of the Standcird List 
of Admhiistrati^ve Tasks Using the Katz 
and Kahn Model 

^Thie Katz and Katz typology derives from a system 
theory ' of 'organisations; According to this system 
approach, the functioning of organizations can he 
described with respect to five basic subsystems: *" ^ 

^ (1) production subsystems concerned 'at^ the work thai gets 
. done; (2) supportive subsystems or procurement, digpQsal, and 
mstitprional relations; {3)» maintenance subsystems for tyin^ 
people into their * functional roles; (4) adaptive -subsystems, 
concerned with organizanonal chajige; (5) managerial systems- 
for the Section, adjudicatioa and control oi the many 
subsystems and activitics^of the structure (p. 39). ^ 

Robert F. Allison (1975) and Allison, Dowling, and 
Munson (1975) previously have used the Katz and Kahn 
model in the only other empirical role studies direttly " 
related to health c'are administration published to date. 

♦ Alli§on and his collegues conceptualized the sub* 
systems as identifying broad categories of organizational 
activities required by open systiems. Using the categories 
as guides, individual organizational activities were 
specified by drawing upon prior research for most of the 
items. The resultant '^Standard List of 46 Organizational 
Activities*' was used to specify administrative roles by 
alltivvjins respondents "to, indicate , which of the 46 
'Orga^ijl^tional activities were relevant to 'their v6\es 
et aL, 1975, p. 161)/' . ^ ' - • • 

Tne use of the Katz and Kahn rnodel was slightly 
different in this study. Rather than begin with the 
theoretical framework and then dev^op^ a list" of 
organizational activities as did Allison'andhis colleagues, , 
this study first empirically developed statemeYits jf 
administrative tasks independently of a theoretical 
framework and then used a framework* to refine the , 
statements into a standard list. For purposes . of 
clarification for this project, the five Katz and Kahn 
subsystems were expanded into the followirig seven 
subsystems with interpretations of t)ie functipQS of each:: 

1. Production subsystem, whose function is to produce som^ ' 
product or to perform some service; 
. 2. Maintenance subsystem maintains stability within the 
organization and mediates between task dem^ds and 
human needs. \^ . . 

3. Boundary/ Production Supportive^f^^urerrfent tf^ys^ 
tern obtains (and retains) raw materials: gb tains'' supplies, ^ 
equipment, plant, investment capital and services; and 

0 obtains personnel, <0 ' 

4. Boundary /Production Supportive^ Disposat subsystem ^ 
markets products and/or services and assures the supply of 
working capitaJ so that production can continue. 

5. Bottndary/ Institutional Suppbrtrve subsystem gains supv 
port and legitimation for the organization and what it is 
doing. 

6. Adaptive subsystem maintains predictability and stability 
for the organization. by: 't* 
a. Attaining control over external forces (supply and 

r , TTiarket research). 

jr "■■ b. S«nsir)g^the need for modification of'yintem2(!'stniCtures 
1 - to meet thf needs of a chaniging "Cvorld (product and 
service research), 
c. Planning for future developments, ^ 



T.'iMancgena/ subsystem coordinates the functional sMb- 
structures ^he Organization; resolves «Sntlicts cunong / 
hierarchical 1 evils pt the* organ izarionf.. and" coordinates . 
exletnal . requirenpfents. with organizational requirements 
and needs, (Katz and K^hn, 1966, pp., 34-99.) ' • 

' * Theadministrative task statem^t^ were judgmentally 
sorted b^ the project's staff into th? seven- subs{/stem 
.categories. Within each category, the task stateinenls 
'. were analyzed in detail, combined, and rewordet^ to 
some extent using the ^ theoretical specifications and* 
dimensions of the appropriate subsystem as gutdelipes in 
the synthesis pfNth^>^sk stateroents into* the Standard 
List of Administratfve Tasks.' The statements anci the list 
were again subjected to evaluations .by,^ practicing 
adminisfrators and reyisfed as necessary. 
The product of this eifok was a Standarpl -List of 
. 4 Administrative Tasks ir^whictfi the fask statements were 
^ ' derived Empirically and sj^thesiz^d into a relatively 
^ parsimonious list using/a well documented', e:^ant 
^ theoretical framework. .If was feltttiat this approach 
minimized the constra[ir1ihg^-%ffe^fsof simple a priori 
specification of;,the !ist of statem'ents that Mintzberg 
warned againet; arid allowed a generous, if not totally 
complete, sampling and synthesis of task statements, a 
listing of which would tend to be as all-encompassing as 
any produced, to date in the field of group practice 
administration^ . . 

The Standard List of Administrative Tasks served two 
purposes: ta) as the basic description ' of . generic 
administration; and (b)''2(S ^ basis for a measuring 
instrument. The following two sections discuss each use 
;0f the list. ^ 

! The Standard List as the Basic 
Description of Generic 
^ Group Practice Administration 

The description of administration derived from the 
standard list was "generic" for two rea^ns. First, it was 
generic because it, contained administrative tasks 
performed by each of the administrators of interest 'to^^ 
the study;-' the professional administrator, the medical. 
• director, and the governing body. Second, the 
• description was generic because ' it contained tasks 
performed by adriiinistrators 'from both fee for service 
and prepaid groups of various sizes. * 
, However, because the description (and the standard 
list) was generic, the tasks were not performed with 
equal frequency ^ by all groups; some tasks were 
' performed by only a small number of groups, while other 
tasks wer^e^jnore common in their performance across 
different ijgroups. It was unlikely that any group 
performed all of the tasks in the st^dard list. Chapters 
to follou; Xvill describe the partitioning of the generic 
administrative tasks by roles and also by groups, 
according to size and payment mechanism. 

What follow? imrnediately, however^ i^ generic 
administration examined in relation to the expanded 
Katlz and Kahn. organizational subsystems. Table 4-1 



■ • TABLE- 4-1 ■ , . 

_ • SrfijsTOAto List OF AD^w^IsmTTyE Tasks BY Ka77 & Kaw 

PRODUCTION SUBSYSTEM "> ^ • ' ' ^ ~^ ' - . . 

(No tasks in the standard list.) W ^ ' 

MAINTENANCE SUBSYSTEM' • ' ^ • 

15. Develop, review, and/or revise standard operating procedures for: 
. ' a. Delivering patient care: * \ ; 

b. 'Physician personnel administration. • , - - 

c. Non-physician personijel administration. . v • : - 

d. Utilization control (non-physician). • . ^ 
e: Cost cpptrols. ^ . . ' . . ^ T 

f. ' Billing and collecting. , ^ . 

g. Interacting and dealing with outside agencies. ' . ^ ^ . * 

h. Gathering, processing, and ev^uating information important to your group., 
17. Enforce adherence to standard operating procedures by: 

. a. Physician members (participating). . . 
* ' - b./ Physician employees (salaried). . ' " . y. , - . - 

Nurses and mecUcal tecfinidans. ' « ' . - 

d. Receptionists, clerks, and mamtenarKe personnel. . • ,*» 

*_ e. Administrative Staff. • _ _ 

21. Develop, review md/or revise job specifications, }ob descriptions, and/or job standards of: ^ / • 

a. . Physician memb^s (participating). <^ ' y 

b. ' Physician. employees (salaried). . I 

c. Nurses and medical technicians. 

d. Receptionists, clerks, and maintenance personnel. ' * - ' 

23. Dei^tep. reuieu;, ond/for revise payment plans/salary^ scheduiw ' 1 . 

a. Physician members (participating). 

b. Physician employees (salaried). " , 

c. • Nurses and medical technicians. ^ « • - 

d. Receptionists, clerks, and maintenance personnel. • " 
, 3-^. Orient and train new jsersonnel: 

^'X.'}\ 'a. Physician membiSs (participating). 
" ^ b. Physician employees (salaried). ' ' 

c. Nurses and' medical technicians. , \ 

d. Receptionists,- clerks, and maintenance personnel. 
32. Survey the job satisfactksn of:. \ . ^ 

Physician members (rafctidpatirig). , * 
^ ' b. Physician employees (salaried). 

c. Nurses and medical t^ 

d. Recept^orusts,yd^kft;^%d Jbiuntenance persor^ 




e. ^Administratj ^ 

33. Conduct job l^lH'fflV^^iQ^^ 

f% a. Physician -jj yjm 

b. Physknan ifhiploj 

c. Nurses and medi^SHl^nidans. 
. d. Receptionists, clerks, and maintenance personnel. / ^ ^ 

• €. Administrative staff. 
37. Interpret group policy and clarify procedures for staff and employees. 

40. Discipline: \ 

a. Physician members (partkripali^t). 

b. Physician emiployees (salaried). 

c. Nurses and rnedkaJ technicians. * « 

d. Receptionists, clerks, and maintenance personnel. ^ 

e. Administrative staff. V . 

BOUNDARY/PRODUCTION SUPPORTIVE-PROCUREMENT SUBSYSTEM \ 

8. Negotiate purchase price/contracts for supplies, equiptnent, and/or r)on-rnc^^ 

13. Search and negotiate for mvtstment capital 

25. Recruit the foUowing.to fiD openings in your organizatk>n: < 

a. ^ysician mciiibcrt (participating). 

b. Physician employees (salariiBd). 

c. Nurses and medical technicians. 

d. Receptionists, clerks, and niainttnance pcrsonricl. 

26. A/egoHoft salary and benefit contracts with organized groups of person^^ 

30. Negotiate contracts with physicians who wish to join the group. , 

41. Secme liability insurance coverage for v^ur group and/or your physicians. 

42t Stxrvey patients to ascertain level of patient 8atisfdctx)n and/or areas of dissatisfactkm. 

43. .Resolve nonmedical patient complaints (e.g., charges, fees, personality clashes, etc.). 

44. Mediatt/arbitrate between the group's physkrians and patients in conflicts over medical ten/ices. 
47. Visit th» group's patients in the hospital for pubfit relations purposes (non-medical purposes). 

54. Negotiate medica/ seanc'es covered under health cive contracts with organized consumer sirpupe. 

55. Negotiate /ecs or prices for health care contracts with organitod consumer groups. 
57. Settle grievances with industrialK>r^oup accounts. 
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TABLE 4-i (Gont.) . • , . " . ^- 

■ • . " ? ' ■ . ■. ' ' 

undary/producton aupPOfhwE-pis^^^ \ . 

.45. Represent the group or indvidualjhysicians ;n court appearance on collection cases. , - 

^/48, Transmit iniomriation about your gfoup's facilities and services to interested persons and/or organized consumer groups. j 

49. Represent your group at health care workshops and meetings. * . 

50. Represent your group in civic matters and projects. \ * , ^ . 
/ 51, Participate in public^heaith education efforts. ^ - . "\ ' ' 

V '58. Work 'Arith third parry payors to assure efficient collections for the group. * ^ • , 

BOUNDA^Y/INSTTTUflONAL SUPPORTIVE SUBSYSTEM ^ - ' " ' 

"^5. Attempt to influerice'the outcome of pending legislation or regulations that would aiffect your group practice. — 

52. Try to gain the community's (or public's) acceptance and support for your groifp and its vanous programs. " 

53. ' Work with the news media .in releasing public and civic interest stories, 

ADAPTIVE SUBSYSTEM . ^ . ^ ' . ' ■ / ' ' 

1. Collect infonn^tion, process and evaluate information, and/or make recommendations relative to factors that might affect patient deman(i^ 
for your group's services, e.g.: n ' f ' • ' . 

* ' a.' General trends in thfe environment (e.g.. population cerwus and demographic data^ social factors, economic; data. etc.). 

b. Legislatioriand Tegulatior)s (e^g.. ^M & HMO legislation. MEDlCARE-MEDICAlri^ 

c. Your group's "competition * fe.^., other medical groups, hospitziis. etc.). ' ■ ■ , * 

2. Collect .information, process and evaluate irilonTiaUdn. and/or mak^e recommendations relative to factors that might afffct the manner in. 
u/hicrt servrces are rsrdersd in yourTgroup, e.g:: * ^ - * 

a. New mcdica/ equipment and procedures. ' ^ - . 

b. New non-med/ca/ equipment and procedures (e.g., POMR. Sup^rbill. etc.). 

c. Legislation and regulations (e.g.. PSRO, third party payor accountability regulatior«. etc.), • ^ - 
' d. [niemal processes (e.g., patient flqw .-overtime, cash flow, etc.j. 

• 11. Dei^p long-range master plans (e.g.. facility, financial, etc), 

18. Dfeue/op- physician staffing plans, v ' 

19. Det/e/op non-physician staffing plans. 

MANAGERIAL SUBSYSTEM 

3. Establish/approve yoar group's position on issues related to the practice of mcdicihe in your group (e.g.. PSRO, accountability, licensure/ 
certification, etc.). . . . . ' 

4. £sfafa/ish/approue_your group's position_on issues related to the business operations of your group (e.g.. taxes, Superbill, etc.). 
6. Establish/ approve the need to replace existing or purchase additional rncdical equipment. : * ■ . 

' 7. Establish/approve the need, to replace existing or purchase additional non-medfcaf equipment a'nd/or services. 
' 9. Approue purchases of- equijittient or services costing irve^ess of 31.(XX). 
10. Esfafa/ish/approue: ' /* » ' / 

a. Criteria for quality (pare. 

b. Policies governing your group's organizational structure- and type. , ' 

c. . Policies governing the number and kind of patients that your group will serve. 

d. Policies govciming the growth or reduction in the number of physicians in your group. 

e. Policies governing the growth _Dr reduction in the nurnber of administrators in your group. . -q? 

f. Policies governing the specialty niix of your group's physicians. 
, g. Financial policies. 

h. Accountirfg policies, ' ^ ft 

i. Physician personnel policies. • \ . It^ 
j. Non -physician personnel policies, . . . * ' 

12. Approue long range master plans (e.g.. facility, financial, etc.). , 
14. Approue yoiTr group's operating budget. ' 

.16. Approve standard operating procedures (new or revised) for: v . 

a. Delivering patient care. . . ^ ~ 

b. Physician personnel administration. • . ' . 
c^ Nbn-physician personnel administration.. v 

d. Utilization control (non-physician). * 

e. Cost controls. • ^ 

f. * Billing and collecting. - . ' ■ ' 

g. Interacting and dealing with outside agencies. ' . ■ ^ . 

h. Gathering, processing, and evaluating inforrnation important to ^our ^roup. ■ 

20. Apprpt/e staffing plansL ; , . '. . . . '. .j. 

22. Approve job ipeciii^i^Spns. job descriptions, and/or job standards (new or reyis«^ for ■ i 

a. Physician members (pa rticijia ting). ' » 

^ . b. Physician employees (salaried). . ■ * >, 

c. Nurses and medical technicians. ^ ^ / ' 

d. Receptionists, clerks, and riiaintenance personnel. ^ 

e. Administrative staff. . ■ • . . . 
V 24. Approve payrtient -plans/ salary schedules and benefits (new or revised) for: ^ • ' 

■ a. Physician members (participating). , • , , 

_2 b.. Physician employees fsalaried) J ,. ^. _ 1 

c. Nurses and medical technicians. ' 

d. Receptionists, clerks, and maintenance personnel, / ■ , 

e. Administrative staif. 
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TABLE 4-1 (Com.) . . ; ■ , ; 

M ANAGER IAL SUBSYST£M:(cont.)' * ^ s/ ' 

/. 27. Approi« contracts with organized groups ©^personnel. ^ ' v ' T 

/ 28. Approue appointment/hiring of: 

a. Plij^idan members (participating): ^ 4 ■ ^ ' ' * . • 

^ ..b. Physician employees (salaried). ; - ■ - * ^ 

\ c.. Nurses and medical technicians. ■ ■ y % ' • 

d. .Receptionists, clerks, and .maintenance personnel. • \ , \ ' • " 

\ Administrative st2iff. > . - : * . . • . . 

29. Approue end of probationary appointments for physicians.. ' 

34. Approue promotions of: ^ . ^ ' ' ^ . j 

,. -Jia. . Phyisidan tnembers (participating). " * '"^^H^ ' A 

"b. , Ph]^ician e^p^qyces (salaried). ' ■ , • „ ^ " 

, • c. Nurses 2md medical technicians. , • ^ 

d. Receptionists, clerks, and maintenance 4J€rsonnel. . ■ ■ ' . ^ 

I e. Administrative stziff.^ . . . • . ■ . ' . • ' 

• 35. Approue dismissals and terminations of :1 , \ . 

a. Physician emplov^ees (salaried). ^. 

b. Nurses and mcdifal technicians. ; . . - .* ^ " 

c. Receptionists, clerk^^ and maintenance^^^nnel. 

d. Administrative. staff. V • ^ 

* 36. Negotiate dissolutions from the membership of physician members, (participating) who leave the group. 
38. Counsel, to assist with personal problems: ' ' ^ 

a. \ Physician members (participating). 

b. Physician employees (salaried)*, 
, ' c. Nurses and medical technicians. 

d. Receptionists, clerksf and maintenance personnel. 
— 39. Mediate/arbitrate interpersonpl problems:. V • ' 

a. Among physicians. : . 

b. Among nurses and medical technicians. 

c. Among receptionists, clerks, and maintenance personnel. 

d. Among administrative. staff. 

e. , Between physicians and nurses. . 
• f. Between physicians and administrators. ■ 

46. Represent the group or irKjividual physicians in court appearances on malpractice litigation. 
56, Approve contracts with organized consumer groups. 



presentsf the Standard List of .Administrative Tasks Maintenance Subsystem 

grouped according to the subsystem in which each task * Tbe function of the mainterian'ce subsystem is to 

belongs. For example, tasks 15, 17, 21, 23,31,32, 33,37, mediate between task demands and human needs in 

and 40 were considered to be maiintenance subsystem order to maintain stability within the organization. The 

tasks. ' mediation process is fcdncemed with creating an 

The standard list contained a total of 58 major items. environment in which production can be accomplished 

Several-major item.s had subparts yielding a total of 141 and sustained, and typically involves the following: 

individual task statements. Of the 58 major items, none; ' 1 Development and reviewing/updating of jqb speci- 

were production subsystem tasks, 9 were maintenance fications, job descriptions, and job standards, 

subsystem tasks, 13 were boundary/production sup- / 2. Development and reviewing/updating of standard 

portive— procurement taskis, 6 were boundary/produc-/ operating procedures 'from policy approved by 

tibn supportive— disposal tasks, ^ 3 were bound- administration. 

ary/institutional supportive, 5 were adaptive subsystem 3. Enforcement of adherence to the procedures, 

tasks, and 22 were managenal subsystem tasks. 4. Administration of rewards, sanction?, and punish- 

: . - ; / . ments. ; 

Production Subsystem , 5. Evaluation of performance/ * 

, The function of the production subsystem is to ac- ' 6. Socialization* of new personnel. 

complish tasks that produce some product or provide 7. Training and development of new personnel. 

some service. In medical group practice, production *8. ^Monitoring ot personnel satisfactiof . 

activities deal primarily with the diagnosis, treatment. The nine items indicated in Table 4-1 for tne maintenance 

.and referr^l^of patients] The production subsystem taslfs , subsystem cover the areas listed above. / 

in a medical group are performed principally Jby- 

physicians, nurses, artd technicians and are nOt direcdy ^f- ^^Boundary/Prcwiuction Supportive-^Procurenieilt 
adnriii^strative actipns. Allison (1975) found that mecUca^^^^^^ 

group managers "regorted no productiorvtype actiy|Bes ! The function of this subsystem is to obtain (and retain) 

as being- crucial to their^role (p. 34).". Therefore^' the ^J^?w jnatcriz^ obtain ;supplies, equipment^ .pjant, 
.standard list contained no production tasksi L ^ -'. Investment capital, and. services; and, to obtain per- 



. sonneL In the strictest inter preta tion, '*raw materials" 
in medical glroup practiceis are patients. Therefore, Items 
54 and 55 are related s to "obtaining*' or "procuring/' 
patients! Items 42, 43, 44, and 57 are related to .the 
"retention" -of patients. These are activities or tasks 

' carrie.dVut in medical groups to keep the patients happy 
and coming back. ^ . ^ 

Boundary/Production Sapportive — JQisposal 
Subsystem ' . 

The traditional function of this subsystem is to market' 
the organization's product or service to provide working 
capital so that production can continue. This function is 
accornplished by advertising and selling, by establishing 
fees' and charges, and by biljing and collecting. Medical 
ethics prohibit blatant advertising and marketing of 
medical services, and even "soft" solicitati6n of potential 
•/patients. Administrators in medical groups must go 
about "disppsing" of their services in othei/'wayis.'Typi: 
cally this can' be done, for example, as indicated by Items 
48; 49, 50, and 51. Items 45 and'58 relate to the assuring 
of Working capital, aspects of this subsystem. 

Boundary/Institutional Supportive Sul^system 

The institutional supportive subsystem gains support 
and legitimation for the organisation and what it is doing ; 
by attempting to influence society, or the public, byr 
attempting to influence other institutions, and by 
attempting to influence regulatory agencies. Itemsf^5, 52, 
■ and^53 express the functions of this subsystem in the 
standard list. ' ' . ' / 

Adaptive Subsystem 

The function of the adaptive subisystem is to maintain 

. predictEtbility and stability for 'the- organization by 
attaining control over external forces, by sensirig the 
need for modification of internal structures to m^et the 
heeds of a changing world, and by planning for future 

■ developments. This function is implemented by 
gathering information,^ bi^ processing and evalu^itihg 

. information, and by formulating and making recommen- 
dations.. Whereas the adaptive subsystem makes 

. recommendations, . the managerial subsysterrj ,makes 

- decisions, and the appropriate subsystem then implcr_ \ 

: mcnt^ the decision. 

There are five items in the standard list that are 
adaptive subsystem tasks. Items 11, 18, and 19 are 
relatively straightforward. In Item 1, parts a, b, and c, 

' concerned with patient demand for services, are related 
to supply and market research or attaining.control over • 
-^extemal forced. Itern 2,* parts a, b,.c, anrfd, concerned ' 
with the manner injvhich^services are rendered^ are 
related to product or service re:^arch or modifying in- 
ternal structures./ 1 . ' 

Managerial Subsystem ■ ^ " . ' • 

"the managerial subsystem coordinates the functional 
substructures of the organization, resolves conflicts 
among hierarchical levels- of the organizatidn, and- 



coordinates external requirements with organizational 
. requirements and needs. The subsystem accomplishes 

its function by establishing policSf, by making decisions, 

and by mediating and arbitrating. 
There are mor^ task statements for this subsystem 

than any cif the others. This, of course, is not inconsistent 
- with'the mission and objectives of the study. Manv^of the 

task statements in this subsystem category ret*n the 

language' of the initial task statements obtained via the • 

empirical metho^Some of the items in this subsystem 
' attempt to evaluate the management subsystem aspeqts 

of ^tasks in th6 other subsystefng^TherefOre, instead of 

"developing'* and 'Vecruitiig," here the verbs are "ap-, 

proving" and ^^establishing." 

SjtanflairdT-ist in General 

TvA/o points will be made in.this section related to the 
items in the standard list in general. The first point is that 
many of the items were subcategorized into "physician 
members (participating)," "physician employee^ (sal- 
aried)," ."nurses and medical, technicians," "reception- 
ists, clerks, and maintenance personnel," and in some 
cases, ";idministrative staff." Tnis subgrouping was'ddno^ 
in. order to facilitate the differentianon among, and the . 
mor6 detailed description of roles of ■ professidhal^^ 
administrators versus roles of medical di/ectors versus 
roles of governing bodies. -Involvement in some .tasks 
was greatly dependent upon the object -Of the actidfi'oP 
the .task— tovA^Ird whom the task was focused. For 
; example, a medical director may be responsible for, and 
, involved in, recruiting physicians, but not involved in 
reczaiiting clerks. Similariy, a professional administrator \ 
• may discipline administrative staff but not physicians. 

The second point to be made iji this section is that 
several items might appear to be redundant in that they 
are paired^ one stated "Developing . . .," for instance,- and 
the second stated "Approve . . and/or "Establish . . 
These distinctions' were made for' two purposes. First it 
was done to, a^airi, facilitate the differentiation among, 
and the mor^^^ia'tail^d description of roles of professional, 
administrators versus role§ of rpedical directors versus 
roles of governing . bodies. Whereas a professionad 
administrator ''or a medical director may "Develop, 
review, atid/Or revise*' a payment plan, it may be 
required that the governing body "Approve" the plan.^ 
** Second, the distinctions were made in order to 
facilitate the" differentiation among management sub- 
system^ and other subsystem tasUs. It may be that for 
' some tasks or in some group practices, one person may 
do both the "developing" and "approving.'* If that is the 
casei even though a single person performs both tasks, 
that person is operating in two subsystems. Given the 
nature of the group practice industry where the manager 
of a small or medium-sized group is oft6n a "Jack of aB 
trades," the various subsystems of the Katz and Kahn 
typology provided a convenient analysis model that 
organized and kept- straight the various fiinctions and 
activities of adnunistrators. 
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The Standard List Incorporated 
Into the Survey Questionnaire 

Once the generic administrative tasks were organized 
into the ^tamdsu-d list, tShe next step was to develop a., 
method to .allow for the panitionijjg of the generic v 
administrative tasks by^ roles and^also by groups 
according to size and payment mechanism. The method 
' us€d was tq^ncorporate the task list into questionnaire , 
format. The task statements were used as stems, and 
three scales were , employed to allow* resporKientS' to 
indicate which of the tasks were relevant to their roles^ 
Bespohcfents were asked the following three questions 
related to each task staten^|f" . 

1. Is this task p!crformed^B)ur gtpup?'The re 
/options were '^esljj^ . 
. , "2. Wbb- is 'chfefly resp6nsibl<2 for saitisffactory per- 
. formance of this task in your group? The respons 
options 'Were: * - > - - ^ ^ ' 

NO ='NoOne ' ;r •. ^ 

. LA = Lay Administrator 

"MD = Medical Director k}^C;'-/\f 
GB = Governing Body ^ ^; 

• OT - Other - « • - ■ ' ' . 
To what extent are you persortofi^ involved in per- 

' forming this task? The respond options were' 
scaled "1" to "5" representing* '^no personal in- 
volv^ent" to "high personal involvement." 
See Appendix A for copies of the questionnaires. * , 
The qucs^nnaires consisted of four sections in ad- ' 
dition to the standard list: 

L, Selected biographical questions, were asked. 
. 2. Selected organizational data w^e solicited. 

3. A decision tabie was included that consisted of a • 

• list of ten hypothetical decisions that might be 
made in a group practice. Respondents were asked 
(a) to circle the position that would have the. 
final authority in making the decision; and (b) to 

. indicate 2ill of those persons or groups whp U/oUld ^ 
participate in the decision. " . 

4. In the "Critical Tasks"' section^ administrator^ 
" were 'asked to Ifsf the five most important tasks that . 
' they perform as administrators. • ♦ 



The questionnaires were administered to professional 
. administratgrSj. medical directors, and governing body 
chajrpersons sp>eaking in behalf of the governing body 
as 'an entity"; The responses* from tHe "professional 
' ad;ministrators were the primary data for the study. 
' However, the role descrijDtjions were (feveloped using the" 
data provided-by each' kind of role incumbent. In other 
words, the professional administrator's role descriptidn 
was developed using the data provided by the 
'professional administrators; the role description was 
based upon how the professional administrators view 
theJr roles. Similarly, the role descriptions of the medital 
directors and goyemir^g bodies \were each" developed 
bas^ upon data provided .by the respective respon- 
dents; the medical director's role descripition was based 
' upon how 'medical directors view their roles, and the ' 
, governing body's role description was based upon how 
^ the governing bodies (chairpersons) view their roles. 



Internal Consistency of the Standard Dst ^ 

Croribach's coefficient alpha (Cronbach, 1970) was 
C9mputed for the items ^ in each Katz and Kahn 
subsystehi using the* personeil involvement -scores 
(column 3). The coefficients for each of the subsystem 
involvement scores were as follbvys: .95 for the mainte- 
naijce subsystem; .84 for^ the boundary/production 
supportive— procurement subsystem;. .78 for the 
boundary/production supportive — disposaKsubsystem; 
.68'for the boundary/institutional supportive isubsystem; 
.82 for th^ adaptive subsystem;'andv .96 for the mana- 
^gerial subsystem. The magnitude of these coefficients 
indicates a high degree of internal consistency among the 
itenis of each subsystem." The relatively low coefficient. 
" alpha for the boundary/institutional supportive sub- 
system primarily reflects the small nuhiber (only three) of 
the itcrtis in the subsystem. 

The high degree of internal consistency indicates that 
. the items within each subsystem are highly related and 
tend to me^ure the same thing. These results tend to 
support the initial sorting of the empirically derived task 
statements into the Katz and Kahn subsystems. Further 
anailyses, however, are necessary for the coraplete- 
ev^aluation of the methodology. 
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CHAPTER 5 



THE ROLES: PROFESSIONAL ADMINISTRATOR, MEDICAL 
DIRECTOR, GOVERNING BODY 



AdministratSon in medical groups has been generically 
described vising a set 'of task statements that were 
derived empirically and synthesivd into iacS^id^rd List * 
of Administrative Tasks using a theory of organizations^ 
as a^guiding framework. Utilizing the generic description 
as a foundation, and employing the Standard List o: 
Administrative Tasks as a means, the administrative 
roles of professional- administrators, medical directors, 
.and governing bodies -are described in this chapter. . 

Two concepts,' measured by tvio of the three 
respondent scales of the questionnaire's standard list^ 
were important in the delineation of roles. The first 
concept was "chief responsibility" as measured in 
column 2 of the standard list for each administrative task: 
One ^description of a role could be accomplished by 
listing the tasks for which each administrator was chiefly 
responsible. It is fairly obvious, however, that such a 
listing would ndt be truly representative of any adminis- 
trator's rQ||jf;"|^Bi^|]fn^ generally do much more 
than thatlrp^ij^^ they are responsible. 

Th^ methci^etnployed by this study for obtaining a 

which the^^wre responsible was to include the third 
standard list respondent scale, "personal involvement." 
The personal involvement of the respondents in each of 
. the tasks of the standard list, then, was the second 
concept important to the delineation of roles. Whether 
or not administrators are chiefly responsible for any 
given task, their role is determined in part by the extent 
of .their involvement in the performance of that task. 
Using both responsibility and involvement in combina- 
tion, therefore, allows more concise delineation and 
description of administrative roles.' 



^ Tlie Role of the 
Professional Administrator 

The role description of professional administrators will 
receive the grea test emphasi s sinc e they are the focal 
point of this reportrThe professional admhriistrators't 
will be described primarily from' their responses to the 
Standard List of Administrative Tasks, with information 
from their responses to the decision table, from their 
listings of five most important tasks, and from the site 
visit interviews serving to supplement and verify the 
description wherever appropriate. 



General Description of ^e Professional 
Administrator's Role 

As mentioned above, in the second column of the 
standard list, the professional administrator was asked 



to indicate how the administrative tasks of his group arc 
shared according to wh6 has thief responsibility for 
each. Figure 5rl represents the overall distribution of 
task responsibility in a group practice. 

Of the three administrative -roles, theT professional 
administrator was chiefly responsible for the largest 
percentage of administrative tasks oh the standard list; 

• more than 52% of all tasks perfonned in a group practice 
were^lje chief responsibility of the professional admin- 
Jstrator. This large proportion of administrative rsponsi^ 
bility demonstrates the central fole of the professional 
administrator in the functioning of a group practice. 

For eacrh task performed by his group, theD;?6fes- 
sional administrator indicaited in the third column of the 
survey questionnaire his degree of personal i?{volvement 
in that task. Five responses were available to him, rang- • 
, ing from no involvement to high involvement on a scale of 
1 to 5 respectively..The total average involvement of the 
professional administrator in the tasks performed tJy his 
group-is 3.8J. This average includes his involvement in all 
tasks, even those for which he is not chiefly responsible. 
' Thus, it can be assumed that nearly all tasks performed 
in a group practice have some effect op his role^ 

Knowing that the professional administrator's average 
involvement in all tasks is 3.81 is helpful, but tHs does not 

• indicate his degree of involvement with those tasks for 
which he is chiefly responsible, or how involved he is with 
the tasks for which other administrators are responsible. 
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Figurt 5-1. Peromtege of prdtsiksnal ac£nhiittraton^ 

to who it chiefly mponsiole fqr admmistrativc 'tasks 
(Column 2 of Standard List). * 
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To determine these figures,- tKfe professional adminis- 
trator's average" invJiplvement in the tasks for which he, 
the medical director, and the governing body are 
responsible was calculated. These.average involvement 
scores, presented in Table 5-1, represent ijrofessipnal 
adrninistrators' personal involvement m tasks that^re 
the chief responsibility, respectiyely, of no one, of the 
professional administrator himself, of medical directors, 
of ^oveiTiiug bodies, and of others. For example, the 
average personal irivolvement of professional adminis- 
trators in tasks that they have indicated to' be the chief ' 
-Tesponsibility-of-medcaldirectocs-|sX391n'3icating.al^^ 
level of personal involvement; p^rofessionai adminis- 
trators "are not highly involved in medical director tasks! 
' As one would expect; the professional administrators 
ha^e the most personal involvement in those^tasks for 
which they are chiefly responsible; howeveV, they also 
are involvfecj to varying ^degrees in tasks that are not their 
own responsibility. This finding further supports thefac^ 
that the professional administrator's role in a group prac- 
tice extends well beyond those tasks fot which he is 
chiefly responsible. In fact it implies ti^t every task-with- 
in his' group's generic administratiomri part defi^gghis 
role. • ^ . . ; .i!^^:^- 

Systems .Description of thc*Professiona|^ 
Administrator's Role . 'J^ ' 

In addition to being useful. in the deiyelopna^yfl^of both 
the generic description of administration in , medical 
groups and the standard list, the Kat2 and Kahn systems 
^theory of ^organizations provides a useful framework 
witfiin which to vjieveloi^ the role descriptions. The 
,subsystems provid? a convenient way to categorize the 
standard list Ji^ks so that they can be Systematically 
related to role descriptions. This apprqagh allows the 



role descriptions, as well as the 4iscu^on to folloCv^to be 
developed in an orgahizred, more logical manner. 

As discussed in the previous chapter, the standard list - 
'tasks have be^n gt-ouped according to the subsystem In 
which each task ^l.origs (See Table 4-1). Presented in ' 
Table .5-2 are the percentages Of the tasks in each 
subsystem fof wh^ein '^no.pher^''^'*^ 
Orator," "medical -dif^ector," "5oyeroingi:|^iy,'* 2lnd 
'tpther" were chiefly responsible. ' . •. ^c^^!* 
From Tabl§''^;^2,r.it -is apparent thar the pVofessional 
• administrator functions to a large ex:int% ^ach 6f:the 

-_silibsystems._HeJs,"iniaGt;-tjesponsihte..for-^.-lar^ 

percentage 6f,tasks in eath of th^ subsystems than either 
of the two other administrative roles. It is also apparent^ 
that his responsibility varies among' the suhsysterps, • 
indicating that each subsystem affects his role 'to v^ious 
degrees. He has the least responsibility (6v tas^rSin the 
boundary/institutional 'supportive subsysteflp and th?, 
most responsibility in the boundary/production suppor- 
tive-disposal subsystem. * ; 

• The higher an administrator's personal involv^<$ment in 
a su\)system, the greater the influence, of^^that 
subsystem's tasks on his administrative T<^)^^^<.The 
"^ 'professional administrator's personal involvement in 

, each of the six subsystems is displayed in Table 5-3. 

The professional administrator's highest involvement 
is with those tasks that Icomprise the boundary/ 
productioi^ supportive— procurement^subsystem. To a 
lesser extent;, the professional administrator is also " 
highly involved in the adaptive, maintenance, managerial 
and boundary/production supportive— disposal sub- 
systems. In general, there is only a small degree of 
difference among these five subsysterhs as far. as the- 
professional administrator's personal involvernent is 
concerned. The subsystem that the professional 



TABLE 5-1 

Professional Administrators- Average Personal Invol'^ement by Wt^o ts Chiefly Responsible 

(Column 2-3 Intej^action) 



No One 


. ^ Professional 
Administrator 


Mfdical 
Director 


Governing 
Body 


Other 




.36 


4.28 


1.39 


3.02 


2.06 
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Professional Administrators- Responses astc! Whob Chiefly Re sponsbu Exphessed as a Percentag e of Tasks in each 
' KAT2ANnKAHNSuBSY8TEM (Column 2 OF STAftoARD List) • 



' Subsystem . ^ 


No One 


^Professional 
Administrator *. 


Medical 
Director 


Governing 
Body 


Q{her 


~ Maintenance" 
Procuremjpit 
Disposal 
Supqortive 

. Managerial ' 


/ . 0.3 
'0.6 
1.4 
2.7 
1.7 
1.7 


57.6 
63.9 ' 
68.8 
41.1 
62.§ 

V 43.5 


f 

7.9 
' 6.8 
, 6.2 
9.1 
6.9 
7.3 - 


26.0' 
18.7 
7.2 
25.4 
21.8 • 
42.8 


8.2 
9.9 

■ 15.7 
11.8 
7.0 
.5.9 ' 
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\ adinitiistrator has theleast p^fsonal involvernqnt in is the 
^ ^ui\d3ry/institutional supportive. Tj|(S^ubsystem is the , 
- only subsysffem where the average persondinvokement. 
• ' was bciow the expected mitfporttlof the involvement 
. scale. ^ . . . ' ^, ' 

The boundqry/prddu^rion supporrfiVc— dfAposa/ 
.subsystem. "^^ The' boundary/production • supportive— 
c^posarsubsys'tem will be , examined first j^ecause the 
t)rofe"ssional iajlministrator is responsible for the largest ^ 
percentage ^itjtasks in this subsystem. Ir ^' tol^ 5-4 each* 
item that wasihekided in ,this subsyster^ :s presenteci *■ 
with the > frequency distributions for^ the survey's 
professionial 'adnOTistrator respqndcntV involv^me 
.with- each disposal t^sk. ^ ' 
■ .Due to the financial stakis of medical groyps and the ► 
ethics , that govern medical practice, the' professional . 
administratOK functions in this subsystem nripre by subtle 
facilitatiorr than by, actual marketing of . his group's 
services'. This is demorteti^ted by the three tasks for 
; . which, thc' professional administraToY is chiefly respon- 
sible, and in which he is rhost highly involved. One of the ^ 
tasks is to ensure efficient collections for the group by 
working with, third party payers. Since it is generally 
known that most of the group*s working capital is ob- ^ 
tained froj^j third'pa]^y payers, the professional admin- 
istrator's responsibility and -involvement with this .task 
V reflects the impprrance of working with third party pay- 
ers?, to assure reimbcirsement for his groiap's services 
(Hageboeck, 1968). Another disposal task for which the 
professional administrator is chiefly responsible is 
representirjg hiX^ group at hc2dth care workshops and 
. meetings. In addition, he is also responsible for, and 
0 highly involved in, the task of transmittrt. information 
about, his group's facilities and services to- int.^rested 



persons^'d/pr organized consuhier 'groups .-These last ' 
two activities demonstrate some of 'the Subtle' rnethods, 

->rthat a.professiofial^dministra"tor can employ to mairket 
Kis group's services while reifiaini^ig - within ^'t^^ 
constraints of medical ethics. ' ^ ' ' , v • " 
. ■ The crirical tasks mentioned l?y'pr©fc$sipnal a^lm 
trators reflect . thi relative unirnporfanc^ of -disposal" 
tasks46 his role. In general; his critical tisks relatedto. 
the disposal subsystem dealt with Representing his groupj 
both ^professionally Onsofance industry, hospitals, and 

^ so forth) and for public relations pbrposes.TJotmahyol* 
these tasks were Jisted as critical and .those that were 
mentioned usually ranked lowih importahce. In sftig vi§it 
conversions with professional administrators, two 
reasons were given for the performance of disposal 
tasks. The professional'administrator was concerned 
^bout making a contribution to the community beyond 
the services his group offered and jn lettirig the public 
know tnat his group existed. The one task for which the 

; professional administrator had little responsibility, and in 
wtach his involvement, was low, dealt with public health 
education efforts. While this task* is a subtle form of 
^'disposing" of a gro*up*s services, its medical aspects ■ 
probably*: precluded it firom the professional* adminis- 
trator s role. . ■ 

One procedure that a f)roifessiorial adrninistrator can 
employ to ensure that his group has sufficient working 
.capital is to take individual collection cases to, court." 
While the professional administrator is usually notrhiefly 
responsible for this tasifj.he does have high personal 
involOement in it. Site visit informatioh indicatedthat his 
involvement normally takes the form of gathering and 
preparing the supportirig data r^quired.by the lawyers* 
who have the chief responsibility for this task. ' . ' 



^ TABLE 5^3 * ^ ^ 

Professional Administotors* Average Personal iNvoLVEMEhrr w each Katz and Kahn Subsystem 

(Column 3 of Standard List) ** ^ . 



^Maintenance . ' fSrocurcmcnt 



Disposal Supportive Adaptive 



Managerial 



3.80 



3.98 V. 



3.67 



3.38 



3.89 



3.80 



' ^ : -TABLE 54^"~— " " -^ 

Frequency DiSTWBunoN of Professional Administrators* Personal Lwolvement Responses^ 

^l^ BbUNDARY/PROOUCnON SuPfORTlVE-^DlSPOSAL SUBSYSTEM (CoLUMN 3 OP STANDARD LiST) 



BOUNDARY/PRODUCTION SDPPORTIVE-DISPOSAL SUBSYSTEM^ 
45. Represent the group or individual physicians in coiirt appearances 

on collection cases i 

48. Transmit information about your group's facilities and services to interested 
persons and/or organized consumer groups 

49. Repre^t yourapup at health care workihops and meetir)gs . ^ '. 

50. Represent y<fur group in civic matters and projects' 

51. Participate in pub|L health-education efforts 

58. Work with thir^j»rty payors to assure efficient coDcctions for the group .... 

/ ' / ■■.II 1 ^ ■ , 



Personal Invblvenient 



2 • : 



64 


67 


48 


40 


9 


54 


83 


88 


23 


63 


' 110 


100 


22 


• 65 • 


102 


102 


86 


110 


93/ 


40 ♦ 


16 


32 


94. . 


.107 ' 



< 5 



139 

197 
225' 
171 
71 
282 
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The boundary /production supportive — procjure- coverage for the group and/or its physicians. Towne also 

ment subsystem. The professional administrator discussed the broad base of skills and understanding 

indicated that he is .chiefly responsible for 64% of the necessary on the part of the administrator to carry out 
boundary/production supportive-procurement tasks, , ^this-'type of activity. The high level of the professional 

and his average personal involvement is higher in this administrator's personal involvement in this, activity 

. subsystem than In any other. Frequency distributions of indicates the significance the administrator places on this 

professional administrators* personal involvement for .task. 

the items of this subsystem are presented in Table 5*5. The professional administrator's role in the recruit- 

- The professional administrator's chief responsibility in rr^nt of the group s manpower is sharply divided. On the 

• the procurement subsystem is to obtain the supplies, one hand, he is chiefly responsitple for recruiting and 
equipment, •and manpower needed by the group to hiring'^ nonmedical personnel for the group. -In the 
function. The ba$ic kinds of business- services and recruitment of the group s physicians, however, he has • 
materials that the professional administrator obtains for . > very little responsibility. The professional administrator's 
the group are liability insurance, investment capital, personal involvement in procuring manpower is divided 

. norvnedical supplies, and nonmedical equipment. The " along sirr^ter lines. His involvement in obtaining npn- 

procuremeht activities that reflect these areas, tend to ' • physici^ personnel ;s quite' high as this is an area pf his 

be the tasks in which'the professional administrators responsibility. In physician recruitment, his involvement 

indicated they had the highest personal involvement. is lower but still at a significant level. While the pro- 
The professional administrator also included these types " fessional administrator does not have chief rjjsponsibil- 

of procurement tasks as -some of his most important ity for recruiting physicians, site visit infprm^tipn indi- 
critical tasks. Towne (1973), in a speech at a MCMA - cated that he often suggests possibjeTecruiTO^rit souf- 

conference on the principles of clinic manSgement, ces and methods andoften handles the actual mechanics 

^ discussed the imp6rtance of these types of "purchasing*" involved in physician recruitment. Recruitment of staff 

activities for the role of the professional administrator. personnel was listed as a critical^ task.more often than 

He pointed out that performance of these tasks is not as was the procurement of supplies and equi;5ment. It also - 

^simple as it might sound, 'but that such performance was ranked o n the av erage, at a higher importance level, 

•requires a good deal of knowledge and ability on the part The basic "raw material" that a group practice rrtust 

• of the administrator. The one task in this area for which obtain rs the' patients on which the entire system 
the professional- administrators had the highest fre- depends. While blatantly attempting to procure patients 
quency of- involvement was_securing liability insurance ^is ethically forbidden by the medical profession, groups 

• ■ T. ■ '7: ' ' ■ ' ■ 
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TABLE 5-5 , . 
, Frequency Distribution of ProffEssiONAL Ao^iNisnviTORs* Peb§onal Involvement Responses to BouNOAlK/P!«5iburncN 
• Supportive — Procurement Subsystem Tasks (Column 3 of Stanij^m^jUist) # 

. . ' ^' ■ ^ ^" PeAonat Involvement 

\ ■ . • 1 - 2 3 4 5 

• -8. Negotiate purchase price/contracts for supplies, equipment^ and/or non* . • 

medica^servicea , .--.jr-'v . . 50 108 375 

13. Search andTjegotiate for investmentcapitri V.I...'. 27 28 39 ' 80 204 

25. Recruit the following to fill openings in your organization: ^ 

a. Pllysician n^ernbers (participating} 73 71 88 - 85 157 

b. Physician empioyees (salaried) - 64 ^ 64 89 105 180* 

c. Nurses and medical technicians ' 16 44 61 99 332 

d. Receptionists, clerks, and maintenance personnel 19 38 43 81 378 

26. * Negotiote salary and ber^efit contracts with organized groups oi . ; 

personnel,. ...^ : 9 5 10 .13' 88 

3b. ^Negotiate'contracts with physician whowtsh to join the group 85 61 , 80 ll4 194 

4L Secure liability insurance coverage for your group and/or your , • » 

physicians T... 18 16 . 37 80 406 

42^ Survey patients to ascertain level of patient satisfaction and/or areas of - 

dissatisfaction......-.......; , 6 19 - 84 67 153 

43. Resoive non-medical patient complaints (e.g., charges, fees,>persorudtty 

di4hes,etc.) 12 38 - 102 302 

44. " * Mediate/arbitrate between the group's physiciaris and patients in conflicts 

;i>/ over medicai services/ 32 49 98/ 100 - 226 

47. Visit the gipup's patients in the hospital for public relations purposes (non- " . 

medical purposes) , 42 21 18 10 V 19 

54w Negotiate medico/ services covered under h^th care contracts with . 

orgMwedconsumergroups . ...i.././ 9 22, • * 33 . 41 *90 

55. Negotiate 7«<s or pric9S for health oux contracts with organized cormimer 

, groups 10, 16 ^ 34 41 107 

57. Settle grievarKes with industrial or group accounts 11 24' * 53 56 . 151 

■ - • ■ ■ , ; . , 1 ' 
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cad employ some methods to help them retain the 
patients that do employ the group's services and can 
secure groups of organized consumers who are 
interested in contracDng for the group s services. The 
professional administratoT. generally has chief respon- 
sibility for these tasks. He monitors patient satisfaction 
with his group's services through patient satisfaction 
purveys. He also resolves the nonmedical complaint^ of 
patients and mediates disputes between physicians and 
patients in conflicts over medjcal services. The.^.v 
professional administrators personal involvement in 
these task activities tends to be high, but not as high as in 
activities relating to obtaining materials, services, and 
manpower for his group. The site visit information 
revealed that these activities on the part of the 
professional administrator are not solely for the purpose 
of retaining the group's patients but also for the*purpos€ 
of helping the group avoid possible court actions that 
may be taken by dissatisfied patients (Nasbaum, 1960). 

Another method a group can employ to procure 
patients i§ to negotiate me^dical services and fees with 
organized grtoups of consumers. A grqup practice does 
not necessarily ^market its services to obtain these 
patients but is usuaUy approached by representatives of^ 
the consumer ^roup who wish to negotiate a serv}i2e 
contract. Again this area of patient procurement \sme 
chief responsibility of the professional administrator 
(L^uer, 1962), and he has above average personal 
involvement in the$€ activities. 

The adaptive subsysterrL The professional adminis- 
trator's role in the adaptive subsystem is reflected by the 
large portion of adaptive tasks for which he is > 
responsible, and the high level of involvement he has in 
adaptive tasks. His chief responsibility in this subsystem 



Is to keep up with population trends,- legislation, 
regulations, and developments in pther forms -of health 
care delivery' which could affect patient demands' for his 
group V services. Site visit discussions indicated that 
these adaptive tasks are performed primarily for the 
purpose of gliding the professional administrator to 
prepare for changes that could affect his group in the 
future, or for the immediate purpose of planning to build 
a satellite clinic or adding a new type of medical service. ' 

Table 5-6 lists the items in this subsystem and the 
frequency ^distributions of the responses by the profes- 
sional administrators as to their personal involvement 
with each adaptive task. On the average, professional 
administrators have greater involvement and responsi; 
bility when the adaptive tasks are related to ex- 
ternal eyerits that could affect the group's servic^. 
The professional administrator monitors both the 
external environment for rtew nonmedical equipment 
and procedures thit would benefit his group and the 
group's internal environment for processes such as 
patient flow, cash flow, and overtime that also rrught 
affect delivery of the group's services. When the adaptive 
tasks were related to medical issues in these two areas, 
the professional administrator's responsibility , ancd 
involvement were sharply lowered. For example, the 
professional administrators, on the average, had little 
responsibility fpr, and low involvement with, keeping up 
with and making recommendatior^ about new medical 
equipment that could affect his group's services. 

TheS development of long range master plans was an 
adaptive task in which professional administrators werfe 
highly involved, but, less often, for which they were 
chiefly responsible. Due to the professional adminis- 
trator's role in the, adaptive subsystem, he is usually well 



TABLE 5-6" 

Frequency DiSTWBLmoN of Professional Administrators* Personal Involvement. 
Responses to Adaptive Subsystem Tasks. (Column 3 of Standard Lst) 



Personal Involvement 



ADAPTIVE SUBSYSTEM . 
1. Collect iniormation, process and evaluate infomiation, and/or make recom- 
mendations relative to factors that might affect parfenf ciemand for your 
group's services, e.g.: 

a. General trends in the environment (e.g., population census &nd demo- 
graphic data, social factors, economic: data, etc.)^ I . . . 

b. Legislation and regulations (e.g., NHI & HMO legisiation, Medicare- 
Medicaid, etc.) .' ".. i 

c. Your group*s "competition'" (e.g., other mecBcai groups, hospitals, 
€tc.) r..... : 

2. Collect information, process and evaluate information, and/or makrrecom- 
mer^tiors relative to factors that might affect the mann^^ m which seruiccs 
are rendered in your group, e.g.: i • 

a. New medicoi equipment and procedures .'J. .. . 

b. New non-medicoi ^equipment and procedure^ (e.g., POMR, StiperbiD, 
etc.) 

c. LegisUtionandreguiatior)s (e.g., PSRO, third party payor accountabiHty 
regulations, etc.) 

d. Internal processes (e.g., patient fbw, overtime, cash flow, etc.) ........ 

11. OeueJop long-range macster plans (e.g., facifity,financiai, etc.) 

IB. Oeue/op physician staffing plans . . ^ 

19. Develop npn-physfdan staffir)g plans — 
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377. 
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informed as to what lhe-prescnt and :uture demands on 
his group will te and, therefore, is highly involved in 
trying 'to motivate his group to look ahead. The 
professional administrator's critical tasks indicated that 
the only long range planning for which he may be 
responsible is* planning the physical expansion of his 
group. Higher level critical tasks involving long range 
planning were seldom mentioned in the list of five most 
important tasks. 

Another element of the adaptive subsystem is the 
development of staffing. plans based ohdemands for the 
group's services. The professional administrator is 
chiefly responsible for and highly involved in developing 
.these plans for nonpKysician personnel, but he has only 
moderate, involvernent in physician staffing plans. The 
importance pf developing staffing plans for the 
professional administrator is indicated by the number 
and high importance ranking he gave this'task among his 
five critical tasks. Over ill, th^' professional adminis- 
trators activities in this subsystem relate to preparing his 
group at a very practical business level for change 
caused by external pressures; however, he has little 
involvement in or responsibility for adaptive tasks when 
they.are related to medical issues.* This is true even when 
these issues are intricately tied up with the business 
affairs of the group. ; 

The maintenance subsystem^The professionad 
administrator plays a central role in the maintenance 
subsystem; but, again, his role is sharply divided. He is 
chiefly responsible for those maintenance tasks that deal 
with the nonmedical personnel and ordinary business 
fi|ocedures of the group. Maintenance activities that are 
in any way related to the group's physicians or medical 
aspects of the group are not the chief responsibility of the , 
professional adrhinistrator. This relationship is also dem- 
onstrated, by the level of personal involvement that 
the professional administrator . has in maintenance 
: activities! Table 5-7 indicates the. frequency - of 
involvement responses for each of the iterns in the 
maintenance subsystem. An* overview of these itenns 
shows that the professional administrators level of 
involvement divides along lines similar to those for tasks 
for which he is chiefly responsible. 

The professional administrator is often highly involved 
in developing, reyiewiiig, and revising standard operating 
'Procedures for nonphysician personnel administration, 
utilization control, cost controls, collections, dealing 
with outside agencies, and processing information 
important to his group. He also is involved in enforcing 
these procedures among the nonphysician personnel. 
The professional adfninistrator is highly involved in 
developing job standards and descriptions for non- 
physician employees, as well as in purveying their job 
. satisfaction, evaluating their jqb_ perforrnance,_ and_ 
meting out appropriate discipline when necessary. One 
task area in which the profe'ssional administfator has 
high involvement for ejl groups of employees, physician 
as well as nonphysician, is the development, review, and 
revision of payrnent p[ans, sj^lanes, and benefits. On th e 
other hand, the professional administrator has generally 
less involvement, in comparison to other maintenance 



tasks, for th^ orientation and training of the various 
groups of personneljn a group. 

When* maintenance activities are related to, otl con- 
cerned with, physician personnel or any medically re- 
lated aspect of. the group, the professional administra* 
tor in general is much less involved. It would seem that 
the * professional administrator's responsibility and 
involvement for maintenance tasks that involve the 
group's staff increases as the status of the personnel 
decreases (Lauer, 1962). One exception to this was the 
development of salary schedules and benefits for the 
physicians. Another exception is the task of interpreting 
group policy and clarifying procedures. In this task, the 
professional administrator functions as the figurehead 
for the group and, therefore, supercedes ail status.levels 
in the group. The maintenance task that he has the least 
responsibility for and the lowest personal involvement 
■ with is the disciplining of physicians. 

The boundary/ institutional supportive Sub- 
system, The subsystem in which- the professional 
.adibinistratoi' plays the least part in t€;^ms of overall chief 
responsibility is th^boundary/institutional supportive. In 
gerierai, the pattern that emerges is that the closer this 
subsystem's tasks come to actual contact with the 
public, the. more likely the professional administrator is 
to be chiefly responsible. His personal involvement in 
these tasks as presented in Table 5-8 is also low because 
medical groups have not been required to actively seek 
out or gain the support of society (Allison, 1975). 

The ;two' items in this subsystem for which the 
professional administrator has above average involve- 
ment are (a) trying to gain the community's acceptance 
and support for his group and its various programs and 
(b) working with the news media in releasing public and 
civic interest stories. For both of these tasks the 
professional administrator usually has the chief responsi- 
bility. The one boundary/institutional supportive task 
in which the professional administrator has below aver- 
age personal involvement and is not normally chiefly 
responsible for 'is attempting to influence the outcome 
of pending legislation or regulations that might affect 

the group practice. . ^ 

The rfiangserial subsystem. The professional 
administrator is chiefly responsible fo.r performing less 
than 44% of.tHe managerial subsystem tasks. Howe^^er, 
his' overall personal involvement in the tasks of this 
subsystejnn is well above average. The frequency of 
personal involvement responses to each of the items in 
the managerial subsystem are presented in Table 5-9. 
One of the chief responsibilities of the professional 
administrator is the determination of policy related to 
day-to-day business procedures for the group; however, 
•he is not chiefly responsible for business policy decisions 
when they are i^elated to broader or longer terrh issues. 
'Fujihermore, when business procedures become 
invblved in some manner with rpedical issues, the 
professional administrator is not likely to be chiefly 
responsible. 

Even* though professional administrators are not 
generally chiefly responsible for the higher level policy 
(decisions in th^r groups, they are highly involved in 



TABLE 5-7^ 

• ' Frequency DisTOBUTiONGF Professional AoMnsnsTRATORS'PERsoNALjNVO^ 

Maintenance Subsystem Tasks (Column 3 OF Standard List) 

. . Personal Involvement 



MAINTENANCE SUBSYSTEM•'^ _ 

15. Develop, review, and/ or revise standard operating procedures for: ' 

a. Delivering patient care 

b. Physician personnel administration 

c. Non -physician personnel administration 

d. Utilization control (non -physician) ^ . I . . . 

e. j * Cost controls ; 

' f . Billing and collecting 

g. Interacting and dealing with outside agendes 

h. Gathepngi processing, and evaluating information 

important to your group 

17. Enforce adherence to standard operating procedures by: 

a. Physician members (participating) 

b. Physician employees (salaried) 

c. Nurses and medical technicians 

d. Receptionists, clerks, and maintenance personnel — 

e. Administrative staff : » . 

21. Dex^hp, review and/or revise job specifications, job 

descriptions, and/or job standa rds of: 

a. Physician members (participating) 

b. Physician employees (salaried) 

Nurses and medical technicians 

d. Rcceptionists.^clerks, and maintenance personnel 

23. Develop, review, and/or revise payment plans/sala^ 

schedules and bene^ts for ^ ' 

a. Physician membc« (participating) 

b. Physjdanempioy^is (salaried) 

c. Nurses and med^ technicians 

d. Receptionists, clerks, and maintenance personnel' 

31. Orient and train new personnel: • 

a. Physician members (participating) 

b. Physician employees (salaried) 

c. Nurses and medical technicians 

d. Receptionists, clerks, and maintenance personnel 

32. Survey the job satisfaction of: 

a. Physician members (participating) 

b. Physician employees (salaried) 

c. Nurses and medical technicians 

d. Receptionists, clerks, and maintenance picrsonncl 

e. . Administrative staff ► . 

33. Conduct job performance evaluatx>ns for 

a. Physician members (participating) 

b. Physician empk>yecs (salaried) 

c. Nurses and medical technidans 

d. Receptkmists, clerks, and maintenance personnel 

e. Aditiinistrative staff 

37. Interpret groups pohcy and clarify procedures for sta^ and empk>yees 
40. DiscipHne: * 

^ a. Physician members (partidpatrng) 

yb.rf Physician empk>yees (salaried) 

c. Nurses ^ndiTMdical technicians 

d. S^ Receptionists, clerks, and nnaintertance personnel 

e. AdmiriistTatives^ 
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* TABLE 5-8 

Frequency D[STRiBunoN of PROFESsior^At Administrators' Personal Involvement Responses to 
BpuNOARY/lNSTrrunoNAL Supportive Subsystem TasksI'CColumn 3 of StXnoard List) 



BOUNDARY/INSTTTUnONAL SUPPORTIVE SUBSYSTEM 
5. Attempt to influence the outcome of pending legislation or regulations 
that would affea your group practice ^ 

52. Try to gain the community's (or public's) ^ceptance and support for your 
group and its various programs .\ . . . . . 

53, Work with the news media in releasing public and civic interest stories 



Personal Invoivemen t ' 
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20 
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52 
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7 . TABLE 5-9 * 

/ ^ pREpuENCY Distribution OF Professional Administrators- Personal Invol^^ 
\- Responses to Managerial Subsystem Tasks (Column 3 of Standard List) 



Persona] Involvement 



\ 



MANAGERIAL SUBSYSTEM 

3. Esteblish/apjprove your group's pbsitioru^n issues related to the practice of 
mcdicme in your group (e.g., PSRO, accountability, liccnsurc/cerfification, 
«tc.) ^......v. 

4. £sfa6/is>i/approue your group's position on issues related fo the business 
• operations of your group (e.g., taxes, Superbill, etc.) * 

6. • £sfa6/ts/i/approue the need to replace existing . or purchase additional \ 
medical equipment » 

^.v '£srab/ts>iAapproi/e the need to replace Existing or purchase additional non- 
medical equipment arxi/or services 

9. Approve purchases of equipment or services costing in excess of $1,000 .... . 

10. Estabiish/approve: 

a. Criteria for quality care* w ! "! 

^b:. '^ Policies governing your group's organizational structure and type ....... 

c. Policies governing the number and kind of patients that your group 
will serve 

d. Policies governing the growth or reduction in the number of pbysicians 
fn your group *. . 

e. Policies governing the growth or reduction in the number of j^dministra- 
tors in your group 

f. Policies governing the specialty mix of your group's physicians 

g. Ftnancial policies ....... ^. 

h. Accounting policies . ^ 

i. Physician personnel policies 

j. Non-physician pjersonnel policies 

IZ Approve long range iriaster plans (e.g., facility, financial, etc.) . . : 

14. ■ Approve your group's operating bud get 

iSi ApprcTve standard operating procedures (neu/ or revised) for: 

a, Defivering patient care 

f b. Physician personnel administration 

c. Non-physician personnel administration. 

d. Utilization tontrd (non-physician) 

e. Cost controls ^ ^ 

f. BflEng and collecting 

g. Interacting and dealing with outside agencies 

h. Gathering, processing, and evaluating information important to your 
group 

20. A ppro v« staffing plans ♦ 

22. Approve job specifications, job descriptions, and/or job standards (new or 
revised) for • ' 

a. Physician members (participating) 

b. . Physician employees (salaried) ' 

c. Nurses and medical technicians ^ 

d. Receptionists, clerks, and maintenance personnel 

e. Ad mi ni s trative staff 

24. Approve payment plans/salary schedules and benefits (ncw^or revi^) for 

a. Physician members {participating) ...... . . . := . . . * 

b. Physician employees (salaried) * .... 
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TABLE 5.9 (Cont. 



27. 
28. 



■29. 
34. 



35. 



36. 



38. 



39. 



46. 



56. 



c. Nurs« and rncdical technicians - I ......... . 

Receptionisis.'clcrks, and maintenance personnel 

e. Administrative staff ., . ............. .... .v 

Appr ove contr a cts with organized groups of F>e rsonnel 

Approve appointment/hi nng of: .^^ i ~ 

a. Physician mernbei^ (participating) , • 

,b. 'Physician employees (salaried) 

c. Nurses and medical technicians . 

d. ; Receptionists, clerks » and nrwintenance ptersonnel 

e. Administrative staff • • ? 

Apfsrove end of probationary appoi?Sto€nts for physicians 

Approve promotions of: \v J [ ■ » 

a. Physician members (participating) . r. . . . . '. 

b- Physician employ^ (salaried) ; • • • 

Nurs€& and medical technicians 

0. Receptioniists, clerks , and maintenance personnel 

e. Adrtunistrative staff . . : 

Appro'je dismissals and terminations of: 

a. Physidan employees (salaried) 

b. Nurses and medical technicians , 

c. IJeceptionists.clerks, and ipaintcnance personnel f.. 

d. Administrative staff ...^ ^ 

Negotiate dissolutions from the membership of physician rr^embers (par- 

' ticipating) who leave the group 

Counsel, to assist with personal problems: 

a. Physidap members (participating) 

b. Physician employees (salaried) 

c. Nurses and medical technicians . , . .y 

d. Receptionists, clerks, and maintenance personnel \ 

Mediate/ arbitrate infcTTsersonoi problems: 

a. * Among physicians '.^i-. 

b. Among nurses and niedical techniciaps 

c. Among receptionists, clerks, and maintenance personnel 

d. Among administrative staff , 

e. Between physicians and nurses 

f. Between physicians and administrators 

Represent the group or individual irf court appearances on maipfactjce 

litigation .^ '-'r . 

Approue contracts with organized consumer groups i 

\ '■ ■ i ■— 
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many of them. For instance, professional administrators 
are highly involved in policies r^ating to their group's 
organizational structure, to the growth or reduction in 
the number of the group's physicians, to the growth or 
reduction of administrative staff, to accour\ting,.and to 
physician personnel policies. One policy activity in which 
professional administrators have low personal involve- 
ment is establishing dr approving policies that govern the 
specialty mix of the group's'^physicians- This policy 
decision is abnost exclusively the responsibility of the 
group's physicians 'functioning as owners of the group. 

Most of the 10 hypothetical decision tasks in the 
survey questionnaire's deci^on table were managerial 
tasks that required high level policy decisions. Although 
the professional administrator did not make the filial 
decision for the majority of these tasks, he did participate 
in the decision-making processes for aH of them. In 
addition, several of tHe professional administrator's five 
most important critical tasks indicated that he develops 
basic group policy and makes recommendations 
concerning the form group policy should take to be of 
maximum value for the group. Allison (1975) and others 
(Elis, 1974; Green) 1974; Hardy, 1976; TherreU, 1972; 
Towne, 1973) have pointed out that the ,role of the 
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professional administrator in the managerial subsystem 
is one of trying to influence the decision processes of the 
highest decision-making body in /his group. In this 
manner, he inputs his expertise into the managerial 
activities critical to the overall operation of the group. 

A second function of the manageried subsystent^is to 
structure the basic elements of the group by approving 
standard operating procedures and^by defining the work 
rote^of empteyees* The professional administrator is not 
chiefly responsible for these managerial tasks when they 
' relate to medical care in any way. As a nonphysician,. 
these aspects of the managerial subsystem are not part • 
of his expertise; yet he is involved in these tasks in irluch 
the same way as he is personally involved in high level 
pofcy decisions. The professional administrator's chief 
responsibility in this area lies in approving the standard 
business procedures of the group and in defining work 
roles for the group's nonmedical personnel. His personal 
involvement in^^ ihcse, task areas is also quite high, 
reflecting the vfftpQt^^e these activities have for his 
administrative role, 

The professional administrator's role in the managerial 
subsystem is very similar to the statements made by 
several authors (Lauer, 1970; Therrell, 1972; Towne, 
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1973) that his job is to implement the policy decisions 
made by his superiors, the physicians. The managerial 
tasks for 'which the professional • administrator is 
responsible indicate the operational level he employs to 

• carry out these policy decisions. Furthermore, the high 
level of personal, involvement he has in all managerial 
tasks • indicates . the relative importance of this. • 
subsystem's tasks to his role. His involvement in these 
activities can W best described as being a ''salesm^''- : 
(Towne, 1973) V a ."diplomat" (Hardy, 1976; StarrC^'' 
1969). Employing these various mbdes[ the professional' 

. administrator extends manageri^d control throughout 
his igroup w/ithout over-stepping the limits of his authority 

or responsibility. • • 

^ One managerial task related'to nonmedical personnel 
for which the professional administrator's chief respon- 
sibility is not high is, the apprpval of salary schedules and 
benefits. Approximately 50% of the professional 
administrators were not responsible for this task. 
However their personal involvement in this t^sk was high 
because it is the professional administrator who typically 
develops the salary schedules and' submits them' for 

.approval.' In other managerial tasks involving non- 

■medical personnel,>,the professional administrator is^ 
chiefly ^responsible for hiring, promoting, and 
terrninating. . ^ 

One other managerial function of the professional 
administrator is the arbitration of conflicts between and " . 
among the various hierarchical levels within the 
organization. He is chiefly responsible for dealing with 
conflicts among nonphysician personnel and, tp a lesser 
degree, physician^personnel. The smooth functioning of 
^^ group practice often depends on maintaining harmoni- 
ous relation's among both the medical and nonmedical 
staff (Allison, 1975). The importance ofuhis is reflected 

' in the high personal involverfient the professional admin- 
istra tor has with these types of activities. 

Responsibility — involvement ^interactions. ^Th^ 
role of the professional administraW in each subsystem 
is apparent from both the percentage of tasks he is 
chiefly responsible for and the high leve! of personal 
involvement he has in all subsystem tasks. He is not 
responsible, however, for all administrative^ tasks, and 
his personal involvement varies according to who is 
chiefly responsiblef In Table 5-10, the level of the . 
profess ional adm inistrator's average personal involve- 

'ment in those subsystem tasks is presented for which 



adrrj^nistrative 



roles are . chiefly 



each of the three 
responsible. 

In each' subsystem the professional administrator's 
personal involvement in his own tasks is higher than is his 
average involvement in all tasks. The next highest level of 
personal involvement for the professional administrator' 

Ms with governing body's t^^ks and, in .particular, 
governing body tasks in the m^itenance and managerial 
subsystems. The govemin/ body, as the highest' 
decision-making' level in grocp practice, i^ responsible 
for approving the group's rnajor policies. These policy 

. decisions can, in turn, affect'the activities for which the 
professional administratoir is responsible, as he must 
implement* the policy set by, the governing body. He, 
therefore, has high personal involvement with most 
governing body tasks. 



Decision Table of the Professional Administrator 
Data from the professional administrator's decision 
table. (Appendix B, Table .B-?) confirm some of the 
information obtained from the systems study of his role. 
The decision tasks for which the professional adminis- 
trator had final authority were sirfiilar to the tasks for , 
which he had chief responsibility in the managerial sub- • 
system. There were two decision tasks clearly defined 
as the professional adrninistrator's: one, was establishing 
a new cost-finding system for the group artd the other 
was routine work assignment sch$dulit\;g' for clerical 
personnel in the business office. * ' * i 

Even though the professional administrator|did^not 
. have the final decision-making authority for most oT the '. 
decision tasks, he did have a^significant amount of input 
through participation in each of the tai^ks. For example, . 
although *it is a 'task in whi'ch one might not expect 
prpfessional administrators* to be involved, 51% of the 
.professional adniinistratoris indicated that tl>jV would 
participate a decision to initiate a new patient • 
education program for diabetics. 

In. ordef to simplify the interpretation of the ddcisiort 
table, a decision index was developed. This index was. . 
formed by determining the average nuhiber of * 
individuals who had a role in the decision making ifor all of 
the decision tasks. The average decision index was 2.38. 
The si"z6 of this index indicates the aver?ige number of ^ 
people who would be Involved in any typical decision 
made by a gtoup. ■ ' 



TABLE 5-10 • • 

Professjonal Aoministhators A\/erage Personal Inv/olvement by Who is Chiefly RespoNsifcE in Each Kah and Kahn Subsystem 

(Column 2-3 [nteractton) 







Professional 


Medical 


Governing 




.Subsystem 


No One 


Administrator 


- Director 


Body , . 


Other . 


Maintcnanca 


.09 . 


4.28 


. 1.03 


2-62 ' 


1.42 


' . Procurement 


.09 


4.28 


.79 


23i 


1.30 


Disposal 


.09 


3.80 


.46 


.55 


■ 1.03 


Supportive 


.12 


» . 3,53 


.42 


. 1J22 


.57 


Adaptiv* 


.17 


4.15 


.81 


2.43 


' .84 


Managerial' 


.18 . . 


4.30 


1^26 


3.07 , 
t 


1.65 
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Content Analysis of the Professional ' 
Administrator's Critical Tasks 

On the last page of the "survey questionnaire, the 
professional administrator was asked to write the five 
most critical tasks he^erfonmed as an administrator. A _ 
total of 2,503 tasks were described. A content analysis 
was performed on these tasks so that administrative 
content areas could be identified and the descriptive 
analysis simplified. The tasks are best described by six 
content areas. The subject headings for these are: clinic 
administration, staff management, liaison, quality 
control^ education and research, and miscellaneous. To 
provide more structure to these broad content areas, 
several subtopics were defined for each^i^ppendix B, 
Table B-3). ' 

Mpst^of the professional administrator's critical tasks 
were concentrated in 'two content areas, clinic 
administration and staff management. Clinic adminis- 
tration refers to the business and financial marjiagement 
of a group. Critical tasks in this content area deal with 
policy issues, growth of the group, accounting functions, 
and the day-to-day operations of a group. Staff 
managemen'f; on the other hand, is related to tasks 
concerning personnel functions such as staffing needs, 
employee performance evaluation, and recruitment. 
Tasks fitting this content area are typically directed at all 
staff, although they sometimes refer to only medical or 
nonmedical staff. A third content area is labeled liaison. 
This title was deemed appropriate since the critical tasks 
• within this ^category concern the adiriinistrator^perform- 
ing in some intervening capacity. Typical critical tasks in 
this content area deal with liaison between meical staff 
and nonmedicalvdepaftments, representing the group in 
• professional relations, and representing the group in 
public relations. The critical tasks in the quality control 
content area were related to delivery.of medical services* 
TTie professional administrator had few critical tasks in 
this area, theonly major one being to ensure the patients' 



satisfaction vyith the clinic a nd staff. The .education and 
research content area had the fewest critical tasks for 
professional administrators. Critical tasks such as 
conduct research, grants administration, and training/ 
teaching are included in this content domain. The final 
content area was labeled miscellaneous since there are a- 
number of individual critical tasks which do not fit any of 
the above areas, ^4iscellaneous critical tasks include 
such items as acting as secretary for the governing body 
meetings, informing the group about important issues, 
and bther singular tasks. 

In Table 5-11, a few of the most frequentiy mentioned 
critical tasks for the profes'sional administrator are listed 
with their frequency distributions' across the five 
importance levels, Table ^^5 incficates that the 
professional administrators are heavily involved in tasks 
dealing with, th^ accounting and financial aspects of their 
grou|?s as well as in-supervising the group's personnel. 
The^ critical tasks demonstrate the importance of both 
maintenance andn«anagerial subsystems tasks for the 
role of the prof^ional ^administrator. 

Functional Job Analysis of ^professional 
Administrator's Critical Tasks ■ ' 

In order to determine the functional level or 
complexity of the professional administrator's five most 
important tasks, the content' of the task statenrientswas 
analyzed according Jto a methodology developed by 
Sidney A. Fine (1955, 1971) for use primarily by the U. S." 
Department of Labor's Dictionojy of Occupational 
Titles (1965). This* method categorizesf the tasks 
performed in any job as dealing with either "4ata," 
"pieople," or "things." Within each of these categories, 
•the level or complexity of -the task can be assigned to a 
hierarchical functional level. Each category has nine 
functional levels and levels are assumed to be 
comparable across categories. Table 5-12 preisents the 
frequency distribution for the content analysis of the five 
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TABli 5-11 

Professional Adnwistrators- Frequently Listed Crtocal Tasks 
BYTHE Five Levels ofJmportance 



Level of Importance 



Content Area 



Task 



rlst 



2nd 



3rd 



4th 



5th 



CHnic Administration 
Clinic Administratiori 
CKnic Administnition 
GHnk Adminiftratjpri ' 

Cfinic Administration ■ 
Clinic Administration 
Staff Manaj^ement 
Staff Ma^jd^cment ; ^.u 
Staff Management 
Staff ManagemcTit ' 

UaiBorf . 

Miscellaneous 



Manage/report fmanda) status of group. 
Deyelo^/supersnsc procedures for biifings. 
Direct day-to^lay business affairs of group. 
Develop bn^ irange^plans and ^6ais (e.g.. J 

co mmun it y nee4g). 
Control expend to ; 
Interpret/execute < 
Persoririel "adrl 
Reciuit/hire— all sta 

Facilitate employee staff. 
Direct/monitor, work ipw^(<i.g., work-^scheduHngv 

rooline and on-call,h6urt)! , • ; 
Liaison among medicaj staff dcfpartmc^nts or bet\A;een 
• medical staff and nonmedical' departrBeints. 
Guide group in dedsioh-ntaking. 




66 


52 , 


29 


: 23 


15 


32- 


53 


32' 


37. 


27 


76 


> 22 


^15. 


' 17: 


22. 










54 


15 ^ 


20 


15 


21 




32 


24^ 


19 


19 V 


12 


18. 


^ 15. * . * 


14 


6 . 


3 — 


.41* 


64 


49 - 


•. 12 


12 


^9 


- 21 


24 


14 , 


7'. 


. 12 • 


11 


11 


, 6 


15 . 












20 


3 


12 


^11 


. 3 


23 


'21 


14 


14 


10 


11 


9 


4 


.4 


3 



- TABLE 5-12 

Frequency Distribution of Professional Administrators' Responses to the Five M6st 
Important Critical Tasks BY FiNE'S Methodology (Crtttcal Tasks) 



Level of Importance 



Category 



Functional 'Level '1st ' 2nd . 3rd. 

J '■ ] [ : — 

(1) No significant relationship \ . ' Q n 

(2) No significant relationship J > 

(3) Comparing ^. . ^ 0 2 8 

(4) Copying. , 0 0, '0 

(5) Computing '.U 25 21 

.(6) Comjsiiing 124^ 120 135 

(7) Analyzing . . : , 101 89 34 . 

(8) Coordinating. 5l . 26 22 

(9) Synthesizing 1 '" 0 1 . 

(1) No significant relationship | .*. 0 0 0 

(2) Serving....,..^-.'.. ' 9 7 ' 4 

(3) Speaking — Signaling ' 3 6 9 

(4) Persuading '15- 27 44 

(5) " Diverting ' — . 6 4 

(6) Supervising ^120 160 , 125 

(7) [hstmcting ' * 5 ■ 5 , ^ 11 

(8) Negotiating 58 39 30 

(9) Mentoring ^ ' 3 1 0 



4th 



5th 



Data: 



People: 



i 



18 

1 
25 
150 
33 
17 ■ 

0^. 

0 

4 ' 
19 
52 
10 
65 

S 
29 

1 



28 
■ 3 
14 
95 . 
77 
10 
3 

0 
11 
19 
60 

. 7 ■ 
47 
6 

33 
4 



critical tasks performed by the professional adnninis- 
trators using Fine s methodology. 

The standardized descriptions of Fine s three 
categories of data, people, and things and the functional 
levels of each 'are: 

DATA 

The principal privity for these tasks re qui 'es mental 
abilify and the tasks involve functions that are incapable 
of being touched. Tnese tasks are- performed by obser- 
^^'t^tion, investigation, interpretation, or mentcil creation,. 
Data tasks can take the form of numbers, words, ideas, 
concepts, and oral verbalizations in relation -to data, 
people or things^ " 

1. (I^o Classificacion) 

No significant relationship. 

2. (No Classification) 

No significant relationship 

S.fComparing: 

Examining readily observable functional, struc- 
turalv.or compositional characteristics of data, 
J People, or things_Jn j)rder_ to discover^ 

balances o? differences from obvious standards 
. 4. Copying:- ; . 

Transcribing, entering, posting data; includes 
counting . . \ ' " 

5. Computing: • . 

Performing arithmetic operations and reporting 
oh them; incluc^es performing prescribed cour- 
ses of action in relation to the computations if 
necessary 

6. Compiling: 

Gathering, collating, or classifying information 
about data, people, or things; reporting and/or 



55 



carrying out a prescribed action in relation to 
' the information frequently involved 

7. Analyzing: . • 

Examining and evj^uating the meaning of data; 
presenting ailtemative actions in relation to the 
evaluation frequently involved^ 

8. Coordinating: 

Determining what coursed of action should be 
taken on the basis of analysis of data; involves 
tHe setting of times, places,\and sequences of 
operation for the action; also\involves the exe- 
cution and/or reporting on the'^event 

9. Synthesizing: \ 

Pulling together and .integrating ifhe analyses of 
.data to discover facts and/or develop knowledge 
. concepts or interpretations from the data 
integration. , . 

PEOPLE 

People tasks are those which involve dealing with people; 
on an rnterpersona/ basis. They include relations wilJi- 
people on both individual and group levels.' " 
'1^. (No Classification) * 

No significant relationship ■ ' \ 

2. Serving; ' 

Attending to the needs or requests of people or 
the expressed or irhplicit wishes of people; imme- 
diate response involved ' ^ 

3. Spejaking-Signaling: ^ 

Talking with and/o r signaling people to convey or 
■ exchange information; includes giving assign- 
ments and/or directions to immediate helpers -or 
assistants 

4. Persuadng:^ ■ • • . j ■ 

Inffuencing others in favor of a product, service, . 
idea, method, procedure, or ppint of view; others 
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usually neutral » 

5. Diverting: 

Influencing of coaxing others to change their 
positions in relation to some product, service, 
idea, method- procedure, or .p)oint of view 

6. Supervising; ' . 

Determining or interpreting work procedures for 
a group of workers, assigning specific duties to 
them, maintaining harmonious relations among 
thern, and promoting efficiency 

7. Instructing: 

Teaching subject matter to. others or triajning ' 
others through explanation, 'demonstration, and 
supervised practice; or making recbmmenda; 
tions to others on the basis of expert opinion or 
technical training 

8. Negotiating: 

Exchanging ideas, information, and opinions 
.with others to formulate policies 4nd programs " - 
and/or arrive jointly at decisions, conclusions, 
or solutions 

9. Mentoring: " . 

Dealing with individuals in terms of their total 
\ personality in order to advise, counsel, and/or 
■ guide them with regsird to problems that may be 
_ resolved by legal, scientific, clinical, spiritual, 
managerial and/or other professi9nal principles c 

, THINGS 

These tasks involve dealing with inanimate objects as 
distinguished from human beings* or nonphysical con- 
cepts such as substances or materials, machines, tools, 
equipmeiit, products. A thing is tangible and has shape, 
form, and other physical characteristics. 
1. (No Classification) 

No Significant relationship 
"2. Handling: 

Using body members, handtools, and/or special 
/ devices to work, move, or carry objects or mate- 

S'ais; involves little or no latitude for judgment 
1th regard td attainment of ^andards or in • 
selecting appropriate tool, object, or material; . 
. superficial or nontechnical examination or in- 
spection of machines or physical objects; for ex- 
ample, opening msiil 

3. Feeding: 

Inserting, throwing, or placing materials in or re- 
moving them from machinesor equipment which 
are automatic or tcnd^ or operated by other 
workers ^ / ' 

4. Tendiing: 

Starting, stopping, and observing the function- 
ing of machines and equipment; involves adjust- 
ing materials or controls of the ^nrJafehine; little , 
judgment involved in making thiase judgments 

5. Manipulating: 

Using body members, tools, or special devices to 
work, move, guide, or place objiects of materials; 
involves some latitude for judgrrient with regard 
to precision attained and selecting appropriate 
tool, object^ or material, (although readily 
majnifcst) * ' - , ' O 



6. Driving-Operating: . • . 

Starting, stoppirig, and controlling the actions of 
machines or equipment for which a course must 
be steered or which must be guided in order to „*l 
fabricate, process, and/or move things or 
people; involves some estimating^ turning, push-- . 
ing or pulling; includes such machines as Con- 
veyor systems, tractors, and hoisting machines . 

7. Operating-Controlling: • » 

Starting, stopping, controlling, and adjusting the 
process of machines or equipment designed to 
fabricate and/or process objects or materials; 
involves setting up the machine and adjusting the 
machine or material as the work progresses 

8. Precision Working: 

Using body members and/or tools or work aids 
to work, move, guide, or place objects or mate- 
rials in situations in which the person has ulti- 
mate responsibility for the attainment of stand- 
ards; requires exercise of considerable judgment 

9. Setting up: 

Adjusting machines or equipment to prepare 
\ them to p^erfotrn their functions, change their 
performance, or restore theirproper functioning 
if tHey break down; setting up machines for other 
workers or setting up and personally operating a 
variety of machines (Dictionary of Occupational 
ra/cs, 1965 pp. 649-650) 

None, of the critical task statements written jpy-^the 
professional administrators dealt with functions in the 
things category; the professional administrator's critical 
tasks dealt with data and people exclusively. The 
selected group of professional administrators who 
completed'time Ip^ for the study, however, indicated 
that they were sometimes called upon ^to perform low 
leyel, things tasks. Generally, these tasks involved the 
professional administrator's aiding in major mechanical 
problems with tHe group's data processing equipment. 
The time log tasks were coded using Fine's rriethod- 
ology; therefore, this information on an administrator's 
day-to-day activities can be compared with his critical 
tasks. - ^ > 

Critic^ tasks dealing with data were listed by the 
professional adniinistrator with greater frequency than 
were people tasks for each of-the five importance levels, : 
The difference in .the frequency of both data and people 
tasks, however, was not great. Both ca^tegories play an 
important part in the criticdJ tasks oif the professional 
adininistrator. The time log information supports this on 
a day-to-day basis. Frfty-three percent (53%) of the day- 
to-day tasks of the professional administrator are data 
tasks and 47% are people t^ks. An average of 0.2% are 
things; activities. 

When the professional administrator performs critical 
tasks dealing with data, his most frequent functional level 
is compiling. Using the above definition of compiling, this 
means tii^ the profes^ionpd administrator is often 
engaged iri^thering,'*coliating, p.r classifying information 
and then inV^orting thisinifonnatibn to a higher level. 
The professional administratdr's tirhe log data indicated 
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that 34% of his day-to-day activities are compiling tasks. 
The professional administrator listed fewer critical tasks 
that involved analyzing functions and even less that 
involved coordinating activities. 
The profeissional administrators' . critical tasks dealing 

> with people are most frequently related to the three 
functions of supervision, negotiation, and persuasion. 
The most frequently listed critical tasks involved 
supervision, and the second most frequent functional 
level was negotiation. Mintzberg (1975) describing. the 
roles involved in management work included a role 
labeled the "negotiator./^ "He .states that .managers at all 
levels spend considerable time Jn negotiations. As the 

\ importance level of the plfbfessional adrfiinistrator|S 
critical tasks decreases, the frequency of persuading 
increases. Persuading tasks involve ^the influencing of 
others in favor of 'some issue. Most of the professional 
administrator's persuading involved his attempts to 
influence his governing body in favor of some policy or 
decision that he felt was important. On a day.-to^ay 
bas.is, the time log information indicated that the , most 
common people^ function of the professional adminis- ' 

. trator is at the level of speaking-signaling. In Mintzbefg's 
(1975) study of chief administrators, he found that 78% of 
their time was 'Spent in oral comnrjunicatiqn. Most of 
these . tasks involved the professkanal* adtninistrator's 
'"keeping in tpuch" with his group's phyiicians and 
personnel and with other individuals not directly 
associated with his group. These activities appear to be a 
source for "intelligence gathering" on the part of the 
professional administrator (Mintzberg, 1975). 



• * The Role of the Medical Director 

it _ \ ' : . • ■ ' 

r Although there are few officially designated medical 
directors in group practice, the role of the medical 
directors has been discussed frequently (Davis, 1973; 
Gray, 1975; Ottensmeyer, -1974; Pollard', W76; Saux, 
1973). The discussion ha,s revolved primarily around two 
issues: whether or not a medical director is. needed in a 
group; and what the role of the medical director in_a 
group is. The medical director's rol!JI>wi}l be examined 
from the medical director's responses td-^he secohd and 
third coluinns of the standard List of Administrative 
Tasks and according to the pertinent Katz and Kahn 
subsystems. . . 

Systems Descriptipri of the Medical Director's Role 
Figure 5-2 presents the percentage of tasks for which 
three administrative foles are qhiefly responsible in -a 
group having a medical' director. • . ' . ^ 



1%-^NO 




PA. 



.9"; 



Rgurc S«2. Percentage of medical directors' responses as to who is 
chiefly responsible for administrative tasks (Column 2 of 
Standard List). 

'. . \ ■ - * . ■. 

The medical directors indicated that they are 
• responsible for 18% of the administrative tasks as 
contrasted with 45% for the professional administrator 
and 29% for the governing body. These percentages 
demonstrate that the medical director does pla\j^ a 
significant role in the functioning of his group. What his- 
role is will be described according to fhe types of tasks in 
each of the subsystems for which he is cliiefly 
responsible and'in which he is personally involved. 

The medical -director's responsibility inJterms of the 
percentage, of. tasks performed in . each subsystem is: 
maintenance, 20%; boundary/production supportive — 
procurement, 16%; boundary/production supportil/e — 
disposal, '21%; boundary/institutional supportive, 21%; 
fiidaptive, 18%; manaSerial, 16%. The medical director'is 
'responsible for almost an equal proportion of tasks in. 
each of the subsystems. Presented in Table 543 is the 
average personal involvement of the medical director for 
each of the Katz and Kahn subsystems. 

TTie mamtenance subsystern. The medical director 
is responsible- for 20% of the tasks in the maintenance 
subsystem!, end . his principal involvement in this 
subsystem concems'tasks thatmaint2(iaand stabilize the 
working e'nvironment for the group's physicians. In 
pDarticular, he is most often responsible for orienting and 
, ti&ning.,new physicians who join the groujs. He also is 
responsible for maintenance tasks involving the 
' development of standard operating procedures for the 
medical aspects of the- group and for enforcing 
adherence to those pirpcedures by medical personnel. 



. • ■ ./TABLE 5-13 , .v, - 

MtolCAL DtRECTORS* AvERAGE PERSONAL LwOLVEMENT IN; EACH KaTZ ANQ KaHW Sl3SYSTEM 

^ (Column 3 OF Standard Lst) , . 



. Maintenance 


" / r f Subsystenys:: 
Prodirement ^ . \ Disposal ^ Supportive 


Adaptive 


Managerial 


, il3 


3.03 • 2.72 3.29 


3.23 


3.34 
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• His maintenance role is less pronounced for developing 
salary schedules for physicians or for disciplining 

physicians, but he (fees have high personal involvement 

in these areas, One nnal maintenance task for which he is 
frequently responsible is to remain aware of the job 
satisfaction of the group's physicians. 
The houndary /production supportive— -procure- 
' ment subsystem. In the boundary/prociuction suppor* 
tive — procurement subsystem, the medical director 
" is responsible for 16% of the tasks. He recruits the 
physicians for the group and handles the medical issues 
related to the procurement of patients. He is most often 
involved in 'mediating between physicians and. patients 
ov6r conflicts in medical services and in visiting the 
group's patients in hospitals for public relations 
purposes. He has little involvement in the business 
aspects of obtaining personnel, materials, or patients. 

The boundctry /production supportive— disposal 
system. The medical director has his greatest level of 
responsibility (21%) in the boundary/production sup- 
portive— disposal subsystem. The* medical director is 
responsible for disposal tasks ♦that deal with, the general 
public. The medical director, as a physician, is the logical 
choice for representing the medical aspects of his group ' 
to the public. He can have a greater impact than can the 
professional administrator in making the public aware of 
his group's medical services. 

The boundary /institutional ^ supportive sub* 
system. The medical director's high level of respon- 
sibility (21%) for t^ks in the boundary/institutidnal 
supportive subsystem most likely results from the same . 
' reason as' does his high level in the boundary/production 
supportive — disposal subsystem. He can ^n institu- 
tional support for his group because- he is a better 
. representative for the production function (medical 
care) tha?i^is the professional administrator. 
The adaptive subsystem. In the adaptive sub- 

• system, the nredical director is responsible for 18% of the 
tasks. He. nronitors the external environment for 
developments that could affect the medical services of 
the group and makes recommendations concerning 
these developments. In addition, he is often r^ponsible 
ifor developing the physician's staffing plans for the 
group. ^ 

The managerial subsystem. The medical director's 
lowest levef role is in the managerial subsystem where he 
is responsible for 16% of the*taskSvHis tif^agerial duties 
most often involve tasks rclc^ed tp ^thc medical 
performance of the group's physi^ansi^He plays a major 
role in establishing . criteria for 5quaility care and in 
approvin g the g roup's stand on ,^nriedical, issues.^lrv 

• addition, he is highly involved in all physiiciari personnel 

• policies. Two tasks which best describe the medical 
director's role in the managerial subsystem are his 
counseling of physicians with personalproblems and his 

. arbitration of interpersonal problems among physician 
. personnel. The medical director almost exclusively 
resolves conflicts among the top hierarchical levels of his 
*group. 



Content Analysis of the Medical Director's 
Critical Tasks 



A review of the content analysis of the medical 
director's five critical tasks presented in Table B-3 of ^ 
Appendix B, indicates that the medical director performs 
critical tasks that are ofterj at a high functional level. He is 
seldom engaged in the minor day-to-day activities of the 
group. The content analysis of the. medical director's 
critical tasks and time log data by Fine's methodology 
indicates that the medical director is much more people 
oriented than he is data oriented. In addition. Fine's 
methodology indicates that he is at a higher functional, 
level for people tasks than he is for data tasks. 



The Role of the Governing Body 

The governing body is the higtiest administi^tive level 
within a group practice. Its form is, determined by the ' 
group's 'legal Organizational strucfcire (partnership, pro- 
fessional corporation, foundatiorffletc), and it is gen- 
erally composed of some combina^n of owners, stock- 
holders, and/or consumers. As governing bodies are 
'often composed of more than a single individual, their 
administrative roles were examined / through the 
responses of tKeir (Chairpersons. The chairperson was 
chosen to; be va spokesperson because he is gerierally 
called upon* by his governing body to act as its 
representative to outside concerns. For this reason, he is , . 
often well informed concerning the functions of' the 
governing body and can respond in relation to how the 
governing body functions as an entity. 

Systems Description of the Governing Body's Role .* 
^ The percentage of tasks that the governing body ' • 
respondedto as being the chief responsibility of the thr^e* ' 
administrative regies is presented in Figure 5-3. 

^The govcmirig body is responsible for only 33% of the 
administrajdwe tasks. The percentage of the governing 
body's responsibility in each subsystem is: maintenance, 
. 27%; boundary/production suppprtive— procurement, 
17%; boundary/production supportive--disposaI, 6%;^ 
boundary/injBtitutipnal suppo 19%V' adaptive, '22%; * 
and managerial, 44%. The governing body's major role is 
in the managerial subsystem, and its smallest role is in ' 
'the boundary sub$ystems. T^^e governiilg body's aver- 
age personal involvenrient in e^ch of the six subajfstems 

. is presented in Table 5 -14. ' . .i, 

The governing bddy's.pcrsonal inv^dlvement (Table 5- . 
14) in the Katz and Kjivi subsystej^-^asks was alwayjf/* 
lower than that for the ptpf^ssidnal m^}^rstrdLtov (Table^ " 
5-3) or the medical director (Table 5^i3|,)^The governing ; 
body, considering it^ authority, is n0f vlfery involved inr 
administration. Most governing bodies meet pnly on a - 
weekly, monthly, or'.isometimes quarterly basis. the 
meantime, the professional administrator carries out thje 
administrative functions of the group and consults with 
individual governing body members wheriever there is a 
need for it (Lauer ^ 1970). The small amount of time that • 
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GovkRNiNG-BoDvs; Average PsRSON/ajL Involvement in each Ka^tz and Kahn Scbsystem 
'f- . .. .^-^'^ * (Column 3. OF Standard Lisi) 



Maintenance 


Procurement 


Disposal ' Supponive 


Adaptive 


Managerial 


2.30 


i 2M ;.'r 


2.27 ' ' 2.92, • . 


. 2.91 . 


3.19 



the goveming liJody usually spends in adininistration 
accounts for its low persoryal involvennent in the adnninis- 
trative tasks overall. Ais done previously for the medical 
director," the rcjle of the governing body has been 
examined according to the types of tasks for which it is 
chiefly responsible and personally involved in for each of 
the Kat2 and Kahn subsystems. 

TTie maintenance subsystem. In the maintenance 
subsystem, the governing body's role is to perform tasks 
that maintain ai;id stabilize the medical environment gf^ 
the group, with particular emphasis on the physiciain 
personnel. The governing body is chiefly responsible for 
deveidping standard operating procedures ,for both 
physicians and the delivery of patient care. The 
governing body also develops the job specifications and 
salary scKeduies for the group's ph^Jsipjans and is chiefly 
resporisible for thW'fedisciplining of ' physicians when 
needed. Ofie maintenance task' regarding physicians 
-that the g'oveming body has less responsibility for is 
orienting and trainir^new physicians. . . 

The boundary Subsystems. The boundary , sub- 
systems tasks ^vill be examined as a group since the " 
governing body has little responsibility for these^ 
subsystems. The governing body is mainly concerned 
with the internal functions of its group and so it has little 
to do with the exchanges made at the boundary pf the 
group. Tne governing body has chief responsibility foi* 




MD 



^Figure 5-3. Percentage of governing txxdys* responses as to 'who is 
chiefly responsible for administrative tasks^.{ Column 2 of. 
. . ^ Standard List). . 



only three tasKs in these three subsysfems. Two of these . 
deal wi.th". tire reuVuitment of physicians and negotiating'' 
contracts with* the.m, and the third task' deals wifh-. 
attempting to iMu€nce the outcome of legislacidn (S: 
regulations that' wpuld^'^affect. group practice. The 

. governing body '-s personar involvement in. these tasks is 
low even though its members are chiefly responsible for 
the tasks.. • ' /■ ' ' 

The^ adaptive subs^^sYem/. The gpyeming body's 
tasks in the adaptive subsystem are fq develop plans 
anticipation, of external pressijre , for -change. The 
governing body develops th6^ staffing plans for bpth 
pnysicians . and nonphysicians" but/is*- slightly '•'less 
responsible for developing long .^range plans."^;The 
governing body does not perform a^daptive tasks that 
involve the collection of inforrriatibh^pn external* ifprc'fes^ 
but relies on others to p^rfonri' these 'tasl^ 'andi.epor^ to 
them so that plans for future d^yelQprnetjt^^can be made. 
The governing bodies .indicated that th^ prbfessipnal 
administrator is chiefly responsible for the colljg$5tion of 
the adaptive information. . ; *. " ^''-r^^ '^'. - 

; The manaserial subsystem. As this governing. 
^t)ipidy*s title implies, its chief function is to ''goveriri.*' The^ 
gbverninjg' body is- chiefly responsible for " a large 
percentage of the -managerial subsysterns. tasks. It is 
responsible for approving all major policy and issues 
related to the group and is responsible for all^ managerial . 

: tasks involving the medical, aspects of .the group, 
inciudingthe physician per'^onnel. Some of the approval 
tasks governing bodies perform are: approving the 
group *s position on medical issues, capital expenditures^ ' 
in excess of $1,000, criteria for quality carej .,financial 
policies, physician personnel policies, long-range rnaster 
plans, the operating budget,, and, salary, schedules. .In 
addition, while ^the governing body is responsible for" 
mediating interpersonal problems among pnysicians, it i3 
not responsible for co.unselirig phyisiqari$ with personal 

- problems. 'Overall, the governing -body is chiefly^ 
responsible for approying^ all high level' policy for it? 
group. , ' ^ - - , 



Content Analysis of the Governing Body's . 
Critical Tasks ; . 

The ir\fluence of the governing body in managerial. 

Jasks is apparent from itis five rnost important critical- 
tasks (Appendix B, T^ble B-3). The governing body's ' 
critical tasks often involve giving approval' ort i$sue5 

^related to medical or physician task^. One frequently 
mentioned critical task of the govemir^g- .body .was 
consultation with the professional admiriistrator on the • 
group's biisiness.niatters. * . 
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• Agreement Among the 

Administrative Roles * v 

, Communication among the administrators.of a gro^ 
> is extremelj/important, especially as it relates to defining 
who. has chief responsibility for the tasks within a group. 
Lack of this typi? of communication . can result in 
duplication of effort on some tas^s while other tasks are 
not performed at all. 'Personal stress is another result of 
^ poor communication within a group. If an individual does* 
' not know' what is expected of him, he is likely to 
experience stress due to simbiguity (Kahn, Wolfe," Quinn, 
Snoek, & Rosenthal, C1964). Communic^tiotl^c^ong the 
administrator^^of a group practice was measured as the 
. levej of cither agreement or disagreement among the 
administrative V roles concerning who is chjefly respon-' 
sible for each of the tasks ^ in . the ^Standard List of 
Administrative Tasks: :,Agreerffent ^gf.es were com- 
pute^ias^fR^average.nu^^ of t^k^^refed upon to be 
■leiSnief resppnsibilify qf an administrative role for the 
isik Ka|;&,and |<ahn subsystems. 



\Ag] 



reement Between the Professional 
dmjiiis^rator and the Medical Director 



>e a\(erage agreement between professional admin- 
istrators and medical directors in the same group are 
. ^ presented in Table 5-15. Due tb missing data, the figures 
in the rows do not equal -the number of tasks in each 
subsystem. / 

The maintenance subsystem. The professional 
administrator and the medical director agreed 3n an 
average of 15 tasks in the maintenance subsystem as 
being the chief responsibility of the professional 
administrator and on 3.7 tasks as being the responsibility^ 
of the nriedica) director. The professional administrator's 
tasks on which there was the highest agreeme^it deal 
with nonphysician personnel; medical director tasksrfieal 
with physician maintenance. The maintenance, task in 
which theris wa^s found to be the most disaweement w^s 
the responsibility for interpreting grou]^. ^xjlicy and 
clarifying procedures for staff and employees. .Both- 
■• * jnedical directors and professional administrators claim 
this as their own'^ftisk wfth little agr^rrtent* between 
• them. s . ' '■ ' ; 



TTie boundary/production^ s,upportive-^pro^ 
curement subsystem. In the' boundary/production 
supportive — procurement subsystem, the hiighest agree- 
ment swite on the professional administrator's tasks. 
There was'>gj;eemfent thdt the protessional adminis- 
trator is responsible for .an average of 5.8 procurement . 
> tasks. These tasks usually deal with obtaining the • 
nonmedical suwflies and .personnel for the group and ; 
resolving nonmedical patient complaints. There was 
very little agreement between the professional adjmin- 
istrator and the medical director as to what the medical 
director's tasks were ifi this subsystem. The highest 
percentage of agreement on a medical director's ta«^k 
was ^ 20%? ^This task involves the medical director's 
reippnsibiUty 'for recruiting physicians. Some of- the 
highcsj .agfeei^ in this subsystem were that certain, 
■ ta§ks weifejp|€rt' performed by the group. _ ^ 
Y T^e boundary /pr6duction supportive^^isposal 
subsj^siem, There was a great deal of disagreement - 
concerning who had responsibility for the tasks in the 
boundary/production supportive— disposal subsystem. 
The professional administrator and medical director / 
seldom agreed on the same administrative role being 
^ chiefly responsible for the tasks in this subsystem. Th^ 
' highest percentage of agreement on a disposal taSsk was. 
54% for the professional administrator's being Jchiefly 
responsible for working with third party payersWensure 
efficient collections. The disposal task jii^th|[;me greatest 
disagreement was concerned with who should be »- 
responsible for participating in public health e.ducation- 

. ■ efforts. ,. ■ \- * 

The boundary /institutional s u^^ rtive sub^ 
system. The lowest overaH agreemjybetween the 
, professional adrhinistrator and the me^pl director was 
s^for tiie boundary/institutional suppoRj^e subsystem ^ 
"tasks. The area of "hi^est agreement between these two 
admnistrators fcor tasks^ in this stibsystem was that 
several supportive tasks wer6 not performed in the 
group. The supp9rtive subsystem task generating tlie . 
. most disagreement U/as who has responsibility for 
gaining the conrununity's acceptance apd sypport for the 
group, ^ . * \ 

The adaptive $uhsy^em. The professional admin-/ ''^ 
istratoi' and the medical director agreed that 3.1 tasks in^*" 
the adiaptive subsystem are the responsibility of the - 



Average Number of Tasks in Each Katz and Kahn Supsystem f.or WJhich There is Agreement BjrruraN 

^ PlWESS^NALAOMINCTU'feM^^ 
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professional administrator. The professional adminis- 
trator is responsible for collecting information on new - 

* nonmedical ^ equipment and procedures ard for 
. developing nonphysician staffing plans. He also is seems ' 
being responsible lor keeping track of internal processes 
that could affect the group's deliv/ery of services. There 
was poor agreement as to which tasks were the n:i^riiihl 
director's. There often was conflict about whethra^lt _ 
medical director is responsible for an adaptive tas^or 
whether the governing bodiJ is responsible.'VJhese 

.. conflicts almost always related to medical issud^'^^ 
The managerial subsystem. The least disagree- 

' ment ' between the professional administrator and 
medical director wa^in the managerial subsystem. They 
ag^-eed on an average of '42.7 ta$ks in this subsystem. 
There was agreemer/ \'-e professional adnriinis- 
tr-atOr is responsible cor v. io. the medical director for 
4.5/ and the governing body for 16.7r Botn the 
professional administrator and the medical director were 
high in their agreement that this is* an important 
subsystem for the governing body. 

"The highest agreed upon tasks for the professional 
administrator were managerial tasks dealing with 
business procedures and nonphysician personnel. The 
medical director tasks that were frequently agreed upon 
by 'the professional administrator and the medical 
director were in counseling phVsicians with personal 
problems and in arbitrating between physicians with 
interpersonal problems. The latter task was the most 
agreed upon; in any subsystem as being the chief 
responsibility of the medical director in a group practice;^ 
forty percent (40%) ^of the professional administrators 
and medical directors agreed that this is the chief 
r^ponsibility of the medic^ director. The managerial 
task that had the lowest level of agreement concerned 

- who has responsibility for representing the group or 
individual physicians in court appearances on mal- 
practice litigation. - 

Agreement Between the Professional Administra- 
tor and the Governing Body \ 

The- average agreement between the professional ' 
adnrijnistrator and th'^ governing body in a group Is' 
presented in Table 5-16. 

The tasks on which the professional administrator and 
the governing body agreed arc the responsibility of the 



professional administrator are basically the same tasks 
covered" in the previous section; therefore, these tasks, 
will not be cited again. Only the tasks that the pro- 
fessional administrator and the governing body 
frequently agreed upon to be the governing body's tasks 
will be examined." 

The' maintenance subsystem. In the maintenance 
subsystem, there was agreement that the governing 
body is responsible for an average of 5.2 tasks. These 
tasks deal with maintenance procedures for medical care • 
and for the group's physicians. The highest percentage 
of 'agreement related to the governing body^'s respon- 
•sibility for developing salary schedules and benefits for 
the group's physicians. 

The boundary/production supportive-^procure- 
ment subsystem. The agreement on govemirig body 
tasks in the boundary/production supportiye-r-procure- 
ment subsyst^em was low. The only governing body 
tas.ks, for which there was high agreement between the* 
prof^sional administrator and the governing body, deal 
with physician recruitment and the negotiation of ' 
_contracts_with physicians who wish to join the grolip. 

The boundary/production supportive — disposal 
and the boundary/Institutional supportive sub- 
systems. The governing body did not have a significant 
role in either the boundary/production supportive- 
disposal or the boundary/institutional supportive 
subsystems; fevf/ tasks in these subsystems had high 
agreement as being those of the governing body. In fact, 
TOth subsystems can be characterized by a high level of 
disagreemenisbetween the professional administrator « 
and the governing body concerning who is chiefly 
responsible for the subsystem tasks. 

The adaptive subsystem. In the adaptive slubsystem 
there was moderate agreement between the professional 
administrator and the governing body that the governing 
body is responsible for collecting information on new 
medical equipment, developing long-range plans, and 
developing physician staffing plans. 

The managerial subsystem. It was agreed that the ' 
governing body is Chiefly responsible for an average of 18 
tasks in the managerial subsystem. This is approximately 
two tasks more than what was agreed the professional 
administrator was responsible for. The managerial* tasks 
that the professional, administrator and the governing 
body agreed upon most often deal with the governing 



^ Table 5-16 
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body's responsibility for approving high-level group 
policy. The two governing body tasks oh which there was 
the highest agreement deal with the approval of 
equipment or service costing in excess of $1,000 and with 
approval of the hiring^ or termination of physician 
employees. The task that had the lowest percentage of 
agreement between professional administrators ^d 
governing bodies concerned who has the responsibility 
for mediating interpersonal problems between phy- 
sicians- and' nurses; fifty-six pertent (56%) of the pro- 
fessional administrators and governing bodies could not 

^??!?^°[L^°JL ^6StX)nsible for this, task. 

' . ■ * ■ 

Agreement Between* the Professional Administra- 
tor, the Medical Director, and the Governing Bpdy 
The average nunriber of tasks for which there was 
'Agreement among the professional administrator,^ the 
medical director, and the governing body is presented 
in Table 5-17. 



A comparison of Table 5-16 with Tables 5-14 and 5-15 
shows less agreernent anriong the professional adminis- 
trator, medical director, and' governing body than be- 
tween either the professional administrator and the med- 
ical director or between the professional administrator 
and the governing body. This result may not be unusual 
since Table 5-16 includes three individuals while both 
Tables 5-14 and 5-15 include only two. It is, in fact, sur- 
pri3tn§-that there is not more disagreement among the 
three kinds of administrators. 

A review of 'the tasks for whjch there was high agree- 
ment indicated that the tasks on which the three kinds of 
administrators agreed were the same as those upon 
which two administrators previously agreed. A conclu- 
sion to be drawn from this consistency is that each role 
has several well-defined tasks for which it is respjonsible; 
yet there remains a large number of tasks in group prac- 
tice that are not well defined for any administrative rol§. 



" ^ TABLE 5-17 

Average Numb^ of Tasks in Each K\J2 .and Kahn Subsystem for Which There Is Agreement Among Professional 
Administrators, Medical Directors, and Governing Bodies as to Who is Chiefly Responsible 
' (Column 2 of Standard List) ' 
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CHAPTER 6 



EFFECTS OF SIZE AND PAYMENT MECHANISM 



Two organizational variables associated with medicaJ 
group practice were selected as independent or" 
subgrouping variables. It^was felt that both the size of the 
^oups and the kinds oi payment mechanisms employ^gd ' 
by the groups would affect the role of the professional, 
administrators. While there Tnay be "^many more 
organizational variables ^that- are correlated with 
differences in group practice administration, these tiyo 
subgrouping variables were selected for the following 
reasons: 

1. They were considered to.be among the most in- 
' fluential as far as their effect on administra'tiyfi 

roles. 

2. They, especially the size variable, were considered 
to encompass the effects of many other organiza-- 
tionaj nables related to differences in roles. • 

3. They were relatively easily measured. 

4. They contained intuitive a^i^>^|ft.as b^ing of major* 
^ , jrpportarice. to the -profea^j^ia] administrator's 

role. ' ■ ' ■ 



The Subgroupin^g Variables 



The [ size variable was developed for each group 
practic.ej from the number of full-time equivalent (PTE) 
physicians associated with each organization. Groups 
that had 15 or fewer physicians were considered to be • 
"small," groups with 16 to 40 PTE physicians were 
labeled "medium," and groups with more than 40 -PTE 
physicians, "large.'* 

The second subgrouping variable was the kind of 
payment mechanism used by a group practice. This 
variable was measured by whether the group operated 
under a fee for service payment^ mechanism or a 
prepiiyfiient plan. If any amount of a group's revenue was 
generated by a prepayment, plan, the group was 
considered to be a member of the prepayment subgroup; 
only gtoups for which no revenue was generated by 
prepayment were, included in the fee for service sub- 
group. The numbtilr of professional administrators in 
each of ^hese subgroups is presented in Table 6-1. 



. The totals in this table do notrequal the total number of 
study participants because of missing data. Table 6-1 
shows that the majoritv;,of group practices are both smal> 
in size and employ"a fee for service payment mechanism. 
The effect of these' two variables independently and in 
combination on the role of the professional administrator 
is. examined belo* 



Organizational and Biographical 
Information-by Size and 
r Payment Mechanism 

. Professional administi'ators' responses to the organ- 
"iz^itionaj and biographical questions for both group size 
' Bnd payment mecbiinism are presented in Appendix B, 
Table B-4. There are sevetal:sig[nificant r^sponsie differ- 
;ences between professional adrrtlnistr^tors in groups of 
varying sizes: Due to lack of space, however, only some 
of th^ more interesting differences associiited witb group 
size can be presented, here.- Generally, the larger the • 
group: 

—the older the professional administrator, 

—the higher the adrrynistrator's educational level, . 

*— the more ' positions the administrator has held in 

the health care field,' . . 
—the more hours the* administrator is involved In 

work, , \ .. .. 

—the more likiely .the grodp is growing, ^ ' 
—the larger the amount of revenue generated' by' 

prepayment, 
—the more satellite clinics the group has. 
Thie effects of type of payment mechanism on the 
professional administrator's organizational and bior 
graphical information are just as pronounced as are the 
effects of group size. Some of the basic differences for 
groups having a prepayment plan are: * / 
—the professional aldministrator has held mofe 

positions in the health care field, • , 
—the professional administrator works sh'orti?r hours, 
—the prepayment groups are open longer hours, 

9 ■ 



TABLE 6-1 _ ^ 

Number of PnorcsstoNAL Administrators by Size and Payment Mechanism 



Payment Mechanism 



Small 



Sl^fel 



Medium 



Large 



Totals 



Prtpsymtnt 
•Fw for Servict 
. Totals 



53 
298 
351 
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26 
119 
145 



20 
25 
45 



99 
442 

.541 



—the prepayment groups ihave more physicians, 
—the prepayment groups Vave more vacant phy^si- 

cian positions, \ 
—the prepayment groups hav&*more satellite clinics. 
Unlike the variable of size, payrftent mechanism had no 
significant effect on the ag6 of the professional 
administrator or on his educational level. 



Subsystem Tasks Performed in a Group 
by Size and Payment Mechanism 

The average number of subsystem tasks chat were 
performed are presented in Table 6-2 and are broken 
down according to size and payment mechanism. 
• Judging from the total number of tasks performed in 
^leach group size, it becomes apparent.that the larger the 
" group, the more administrative tasks performed. One 
possible eTxplanation for this is that larger .groups may 
have more administrative staff who can perform moVe 
tasks than can just one administrator in a small group. 
The number of tasks performed in each subsystem 
follows th^ same basic pattern; the number of performed 
tasks increases as the size of the group increases. Both 
th^ maintenance rfind managerial subsystem are prime 
examples of this trend..- V- 

The Effect of Size ' on Tasks Performed in 
Subsystems 

The maintenance subsystem. In the maintenance 
subsystem, as. groups become larger, there is greater 
need to perform tasks that maintain the stability of the 
grou^-and mediate between task demands and human 
needs to keep the group functioning smoothly (Allen, 
1964). Larger groups tend to be more vulnerable to 
disruptive influences because of- their . size. These 
groups, therefore, must perform more formal tasks that 
standardize bqth the group's proceduraf tasks and its 
manpower so that there is less chance of ambiguity 
upsetting the operation of the group. Smaller groups can 
perform fewer nriaintenance tasks because their size 
allqws the groups' administrators to be^:ome aware of 
trouble spots early and to correct them personally 
without the need ^^or any formal structures. 

The mahagerial subsystem. There are more 
managerial subsystem tasks performed, in large groups 



because there are usually more issues ^rec(uiring 
decisions, and there are more group functions needing 
coordination. There is greater potential in larger groups 
for inefficiency and waste due to poor coordinating. To 
avoid this, large groups must rely on performing more 
formalized managerial tasks that will increase the chance 
for long-term survival, optimize resources, and develop 
the group's capabilities. Small groups can place less 
emphasis on the managerial si^y^jtem because there is 
less need to coordinate arftl structure^he group on a 
formal level. InformaHnd more.pjecsbnairized control on 
the part of the adm^istrator arid gbyeI^f^ing bddy is gen- 
erally sufficient, t ' ; ..h''' . " 

The adaptive sll/bisys^em. t^'fe'number of adaptive 
subsystem tasks also-friprea§'e's linearly as the size of the 
group increases. Larger 'groups tend to be more 
susceptible to pressure for change from the external 
world; therefore, ,more tasks devoted to monitoring 
changes in the environment and making recommenda- 
tions for change to the managerial subsysterri become 
necessary. Because rapid change becomes more difficult 
as size increases, large groups must always keep their 
intelligence tasks operative to be forewarned of possible 
changes. Small groups, on the other hand, are not as 
structurally sophisticated as large groupsand, therefore, 
can afford to perform fewer adaptive tasks. 

TTie boundary /production supportive — procure 
ment and --disposal subsystems. Both the bound- 
ary/production supportive— procurement and —dis- 
posal subsystems follow the same trend of more 
performed tasks for larger groups. The larger a group 
becomes the greater its need for securiag production 
inputs of materials $nd manpower and for disposing of its 
outputs to obtain working capital. Thus, greater 
emphasis in the form of more tasks' is placed on these 
subsystefns to ^sure the large groups of continued 
inputs and outputs. 

TTie boundary/institutional supportive subsyS' 
tern. More boundary/institutional supportive tasks are 
performed by. larger: group's -because their size makes 
them more visible to.oih^r.institutions. Large groups also, 
have greater resources to draw upon from witjiin.theit : 
ranks to perform tasks in this subsystem. "J; y 
The Effect? of Payment Mechanism on Taiks 
Performed in Subsystems 

■* The nunribcr of subsystem tasks performed by groyps 



.TABLE 6-2 

Professional AoMimTKATORs* Responses as to the Average Number op Tasks Performed in. Each Katz and 
Kahn Subsystem by Size and Payment MechAi^ism (Qolumn 1 op Standard List) 
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12.56 ' 


13.60 


Dispo^ 


i < 




4.57 


4.98 


4.94 


4.94 


5.24 


5.25 


. Supportive 






1.86 


2.05 . 


2.19 - ^ 


2. 19 


2.42 


2.60 


Adaptive 






8.35 


8.70 


8.83 


8.83 


9.31 


9.63 


ManageHaJ 






55.48 


57.95 


56.00 


, 56.00 


59.05 


61.40 



44 
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with prepayment plans was always slightly higher than 
the number performed by similar-sized groups with fee 
for service as their payment mechanisrrt. Significance 
testing between the two types of payment indicates,* 
however, that there is no significant difference between 
the number of managerial or maintenance tasks 
-performed. The type of payment mechanism affects only 
the number of boundary and adaptive subsystem tasks. 
Groups that ernploy prepayment plans must give greater 
attention to the external environment than do fee for 
servicd groups because they have greater dcjDcndence 
on externa] conditions for their economic survival 
(Allison, 1975). * 



, Sj/stcms Description of the 

i^dmiViistrative Roles by 
Size and Payment Mechanism 



^e professional administrators' responses by size 
and payment mechanism for who has chief responsibility 
for the groups' administrative taski are presented in 
Table 6-3. 

The percentage of tasks for which the professional 
administrator is responsible decreases as the size of the 
group increases. The same relationship holds true for the 
governing body's responsibility. It must be remembered, 
however; that the number of tasks jDerformed in groups 
increa^^es Wth size. The administrator and the governing 
body,^therefor<^^ may not be losing task responsibility but 
only ■de:iegatirig>]7iore of the tasks to other roles. The 
:Piirc^r\t93e of rtjds^ that both the medical director and 
prilers-ar^ f.^spq^^ for increases with 'size; it would 
' vaipp€ar4hat tHe^ roles assume greater importance 
as group praqticeis grow in size. 

The percentage of tasks that the professional 
administrator in a prepayment group is responsible for is 
consistently greater than that, of his counterpart in a fee 
for servipc group. Since prepayment groups also 
perform more tasks than do fee for service, the 
^professional administrator in a prepayment group 
appears to be retaining these additional tasks as his own. 
The medical director in a prepayment group also 
assumes a greater proix^rtion of the task responsibility 
than he do^$ in fee for service . groups. Site visit 
discussions at prepayment groups indicaledrthat these 



Diips are more consumer oriented than are fee for 
sen/ice groups; therefore, the medical director in a 
prepaymenTgroup is more likely to be responsible lor 
tasks that concern patients and inedical issues. The chief 
responsibility pattern is reversed for governing bodies in 
fee for service and prepayment groups. Governing 
bodies in prepayment groups have less responsibility for 
administrative tasks than do governing bodies in fee for' 
service groups. This indicates a decreased role for 
for governing bodies in prepayment groups. 

Description By Subsystem Tasks , 
Chief responsibilify. Table 6-4 displays the percen- 
tage of task responsibility that the professional adminis- 
trator has in each subsystcmn. The percentage of task'^ 
responsibiDty for all administrative roles is presented in 

Appendix B, Table B-5. j 

Overall, professional administrators in large . groups 
have less responsibility for. subsystem tasks than do 
professional administrators in small groups. . The 
administrator of a. large, group is more- likely to have 
administrative;, staff, and if he does, he is certain to 
delegate some of^his responsibility to his staff. Site visit 
discussions indicated thisfto be the cise. In addition, 
large groups perform ifiore;tasks; therefore, the absolute 
number of tasks for which^i professional administrator is 
responsible may not actiually be different in different 
sized groups. There is a difference, however, in the level 
of the activities between ^administrators of small an,d^ 
large groups. This -is indicated by the analysis of tW' 
professional administrator's critic^ tasks by Fine's 
rnethodology for si^e and* payment l^chanw^ 
dix B, Table B^). .The administrator a Jarge group has 
a greater percentage of his critical tasks at a functional 
level higher than those of the administrator of a small 
group. This relationship .remains stable for each of the 
.five importance levels. 

The role of the professional administrator in medium- 
si2ed groups presents a puzzling picture because itdoed 
not fit a standard pattern for all of the subsystems in 
either the level of responsibility or, as will be discussed, 
the degree of the professional adrninistratpr*s;p^rspnat; 
involvement. The percentage pf^subsysteibri tafsks^f 
which the professiorlal administrator Jri mtdiunrj^si^iea 
groups is responsible or in which he ' is invplveij^^ 
sometimes higher, sometimesnlowai'v-but: s^nic^^^ 
forms a linear relationship from] small to larg^ grbiiip^^^^^^ 



. : ^ TABLE'6-3 ' ' - ^ - . - 

PeRC0^^K OF PnOFESSIONAt AoMINlSTKATORSvRESIONSeS AS TO WhO IS CHfCPLY RESPONSIBLE PGR 

AbwmriuTivE Tasks BY Size AND Payment MECHAhR^ 







Fee For Service 








Prepayment 




Srpall 


Medium 

rn v ' ■ •- 1 — 


Large 




^^rnait 


Medium 


Large 


NoOp« 


' .01 


.01 


0 




.01 


.01 


0 


Profcuionai Administrator 


.53 


.50 


.46 




.57 


, .53 . 


.49 


McdiciJ Director 


.06 


.07 


.07 




.10 


.15 


.15 


Govtming Body 


.35 


22 


.26 




.26 


.24 


.21 


Oth«r 


.05 


.10 


.18 




.06 


.07 


.15 ^ 



ERIC 



•I 



45 



'43 



TABLE 6.4 

PsRCSNTAGc OF TaSKS EaCH KaTZ AND KaHN SUBSYSTEM FOR WhICH PROFESSIONAL ADMINISTRATORS 

ARE Chiefly Responsible 3YSiZE.ANDPAyME.vr Mechanism (Column 2of Standard t;4'ST) 



Subsystems 




Fee for Service 






Prepaymenc 




Small 


— gf 

Medium 


Large 


Small 


Medium 


Large 


Maintenance 


59^ 


35 


52 


60 


55 


53 


pTocurement 


, 66 •• 


62 


54 


65 


66 


56 


Disposal 


-• • 70^- 


• 66' 


60 


• ; • 72'. i 


\ .32 


53 


Supportive 


39 


44 . 


' 39 


• 48 


54 


31 


Adaptive 


64 


59 


62 


62 


65 


^59 


Managerial 


44 


41 


42 


48 


45 


45 



possible reason for this unusual pattern is that medium- 
sized groups are going through an organizational 
transition period which, from organizatiqnal theory, is 
known to be very chaotic and disruptive for any 
organization (Porter, Lawler, & Hackman, 1975). Once 
the size of a group grows ^.beyond the pjgint that its 
functions and personnel ' canhpt t?e controlled by " 
personal interaction, the g^oyp mu${ rnake the transition 
.. to a 'more explicitly; structur^^d'" organization (Pugh, 
ff!icksOri> Hir3inlgs; & Turner, 1969). This would appear to 
, be fhe c^^ln-niedium -sized groups, and the role of the 
:Vpirqfe$^pnar ^ these groups reflects his 

* -^ffpirf^ tp h^lp; the group make the transition. A more 
; defailted at*c'6uric of what occur&in medium-sized group 
in a transition pehod has been given by Allen (1'964). 

The differences between the professional adminis- 
trators in the two payment plans are slight. Significance 
tests between the subsystems on type of payment plan 
were not significant, indicating that the type of payment- 
plan does not influence the amount of task responsibility 
for the professional administrator. 

Personal invohemenh TSe professional adminis- 
trator's average personal involvement by Katz and Kahn 
subsystems for size and /payment mechanism is 
presented in Table 6-5. 

In general, the pattern that emerges for t'he 
professional administrator's personal involvement in 
each subsystem is that his involvement lessens as the 
group's size increases. Significance tests for each 
subsystem indicate^ that this is statistically valid for all 
but the boundary/institutional supportive, the adaptive, 
• and the managerial subsystems. The professional 
administrator's involvement in these subsystems does 
not vary due to size of the group. In sonrva subsystems, 



notably the adaptive and the boundary/institutional 
supportive , the effect of the rnedjum-sized groups on the 
professional administrator's involvement is apparent. 
The medium-sized phenomenon is also apparent in 
prepayment groups for the bour)dan//production sup- 
portive—procurement and —disposal subsystems, the 
adaptiye_subsystem,_^nd the managerial subsystem. 
There are no_significanJ_differences in personal involve- 
ment between professional $idministrators in prepay- 
ment and fee for service groups. Professional adminis- * 
trators are personally inv/olved in each subsystem to 
the same degree rtQ matter what payment mechanism is 
employed by "their ^roup.^ 

To •HeWrninle \ th$ ■specific, effects, of^both and 
payment . mechanism on 'the.;, rbje of ;the " professional 
adminis^f^tOr',; .t{}e ; tev^l 'bf-. the .professional adrhinis- ^ 
trator's p^rsofiaj": lirtvolveTO each item in a 

subsystem jA/ii$' eixamined/for differences due to size or 
payment tnechSiriisfn/ A visual inspection of these 
scores, however; leads to the .conclusion -that there is 
little diffprenceVbetween subgroups for level of personal 
invdlvement: This occurs because of the limited range of 
the personal involvement scale and the large number of 
professional 'administrators in each subgroup. There- 
fore, significance tests were utilized to identify those 
items in each subsystem that were significantly different 
due to/size ot -payment mechanism. The following ex- 
amination of -/the- professional administrators role for 
each sjibgrpuping category will fbcus e.xciusively on sig- 
nificant differences found.^ H . 

The rndinteriance subsystem. In Table 6-6 the 
professional administrator's average personal involve - 
ment-for eeith item in the maintenance subsystem is pre- 
sented, by both size and payment mechanism. 



' . TABLE 6-5 

Professional Administ3?ators' Average Personal Involvement in each Katz and Kahn Sl'Bsystem 







Fee for Service 






^Prepayment 




Subsystems 


Small 


Medium 


Large 


Small 


Medium 


Large 


Maintenance 


3.89 


3.70 V 


3.54 


3.84 


3.69 


3.49 . 


Procurernent 


4.06 


^ 4.00 \ 


3.60 


3.89 


3.93 


3.65 . 


Di9pos^ll 


' 3.74 


3.54 . \ 


X44 


3.67 


3J9 


3.41 


Supportive 


3.31 


3.45 \ 


3.45 ' 


3.43 


3.65 


3.44 


Adaptive 


3.90 


3.90 • \ 


3.92 


3.83 


- 3.94 


3.66 


Managerial 


3.82 


3.79 


^3.58 


3.83 


3.83 


3j59^ 


■ I ' . . \ 
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' '"'^''■■■■4 ..TABLE 6-6 
Professional AoMiNisTRATORS' AvEftiiciE Personal Involvement by Size and pAYNfENT 
Mechanism — Maintenance Subsystem Tasks (Column 3 of Standard List) 



V 



Small 



Medium 



Large 



M 



SD 



M 



SD 



M 



SD 



MAINTENANCE SUBSYSTEM 
15. Dauehp. review, and/or revise standard operating 
procedures for: 



: a. Delivering patient care . 


V 3.28 
\114 


1.29 
1.23 


3.38 
2.91 


1.17 
1.24 


3.20 
^ 2.75 


1.28 
1.42 


b. Physician personnel administration. 


3!30\ 
3.09/ 


1.37 • 
1.34 


3.48 
2.95 


1.31 
1.34 


3.00 
3.17 


1.03 
1.40 


c. Non^physician personnel admtnistratiorL 


• 4.46 
4.68 


0.94 
' 0-67 , 


4.20 
4.59 


1.04 
0.71 


4.40 
4.64 


0.68 
0.86 


d. Utilization control (non-physician). 


4^1 
4.46 


1.06 
0.90 


4.05 
4.26 


1.05 
0.89 


3.88 
4.16 


1.22 
1.21 


e. Cost controls. 


• 4.57 
4.69 


0.85 
0.68 


4.i8 
4.62 


0.71 
0.66 


4.35 
4.52 


0.88 
0.82 


, f . Billing and collecting. 

' •% , ■ - 


• 4.29 
4.64 


1.04 
0.79 


3.92 
4.44 


.1.14 
, ' 0.92 


3.55 
4.12 


1.32 
1.27 


h g. Interacting and dealing with outside agencies. 


4.08 
4.33 


1.15 
0.97 


4.17 ' 
4.32 


0.87 
0.91 


4.25- 
4.00 


0.85 
1.04 


h. Gathering, processing, and evaluating information 
iraportant to your group. 


4.27 
4.40 


' 1.07 / ' 
0.§8 


4.33 
4.31. 


0.92 
0.94 


3.80 
4.08 


1.06 
1.19 


17. Enforce adherence to stan^d operating procedures by: 
a. Physician members (participating). ♦ 


3^1 
2.93 




3.00 
2.74 


1.06 
1.29 


2.78 
2.71 


1.06 
1.35 



b. Physician employees (salaried). 

c. Nurses and medical technicians. 

* d. Receptionists, clerks, and maintenance personnel, 

e. Administrative staff. 



21. Develop, review and/or revise job specifications, job descriptioi 



3.19 
3.03 



and/or job standards of: 
a. Physician members (participating). 



b. Physician employees (salaried). 

I 

c. Nurses and medical technicians. , ; 

d. Receptionists, clerks, and mainter^arice persohneL . 



23. Develop, review, and/or revise payment plans/salary schedules and 
benefits for: 

a. Physician memebers (participating). 



b. Physician empbyces (salaried). 




3.98 
4.16 

.4i7 
4.61 



3.89 
347 

3il 
3.59 



> « l.K) 
V 1.42 • 

.L15 • 
; iit6 



'3.7*' 
3.69 . 



1.13 
1.36 

1.03 
1.14 

1.03 
0,94 

0.92 
0.88 



1.15 
1.23 

1.16 
1.27 

1.06 
1.06 

0.97 
0,97' 



1.10 
1.05 

, n.ii 

1.17 



2.95 
2.79 

3.74 
3.92 

3.90 
4.24 

4.55 
4.88 



2.79 
2.50 

2.60 
2^53 

3J1 
3.52 

178 
4.^6 



3.42 
4.06 

3.65 
3.91 



1.23 
1.32 

(j,87 
1.18 

1.17 
1.13 

0.69 
0.33 



1.12 
1.50 

1.18 
1,50 

.i;26 
1.10 



1.39 
1.00 

1.39 
1.12 



TABLE 6-6 (Cont) 

c. Nurses and medical technicians. ^ 

d. Receptionists, clerks, and maintenance personnel. 



31. Orient and train new personnel: 

a. Physician members (participanng). 



b. Physician employees fsalaried). 

c. Nurs€S and medical technicians. 

d. Receptionists, clerks, and maintenarice personnel. 



32/^urvey the job satisfaction of: 

a. Physician members (participating). 



b. Physician employees (salaned). 

c. Nurses and medical technicians. 

d. Receptionists, clerks, and maintenance personnel. 

e. Administrative staff. 



33. Conduct job performance evaluations for: 
a. Physician members (participating). 



b. Physician employees (salaried). 

c. Nurses and medical lechniciiSns. 

• . d. Receptionists, clerks, and m^nteriancc personnel, 

e. Administrative staff. 



Small 



Medium 



Large " 



M 


SD 




SD 


M 


SD 


4.43 


0.82 


4.14 


1.11 


4.32 


0.95 


4.54 


0.85 


4.49 


0.82 


4.54 


0.88 


4.62 


' 0.70 ' 


■ 4.36 


1.09 


4.20 ^ 


l.U 


4.66 


•• 0.75 • 


4.64 


0.68 


4.67 


0.56 



37. Interpret ^royp policy arid cUnify pt-bcadyr^^^^ 

40. DBcipfin«: ^ ;. r'-r. ^M^^-^- f'^^^^^ 
, a. Pnysician members (participadhg):^ -f^^^ • 

. b. . Physician employees (salaried). ; ". ' ' ■ ^ * 



• . c. Nurses and medical- technicians. 
' d. Receptionists, clerks, and maintenance personnel, 
e. Administrative staff. 



2.94. 
2.75 


' 1.43 . 
1.37 


3.41 
2.83 


.1.33 
1.21 


2.56 
3.11 


1.04 
- 1.53 


.3.03 
2.93 


1.48 
,^•37 


3.36 
2.93 


1.33 
' 1.25 


2.95 
3.04 


1.05 
1.61 


3.46 
3.49 


1.40 
1.34 


3.19 
2.99 


1.29 
1.39 


2.68 
2.42 


l.U 
1.50. 


4.06 
4.1Z 


1.16 . 
1.14 


'3.39 
3.29 


1.34 ' 
.1.41 


2.58 
2:80 


1.17 
1.58 


2.92 
2.93 


1.53 
1.42 


3.71 
2.85 


1.14 
. 1.17 


2.87 

.2:71 


1.19 
1.40 


3.09 
3.11 


1.54 
1.44 


3.67 
2.95 


0 97 
■ 1.23 


2.73 
3^05 ' 


1.16 
l.'l6 


3.85 
4.13 


1.30 
1.09 


*3.33 
3.56 


1.24 
1.26 


3.28 

3.41 


1.02 

1,40 


4.27 
4.43 


L04 
0.94 


• 3.57 
3.91 


1.33 

1.19 ^ 


3.47 
3.22 


1.12 
1.48 


4.19 
4.25 


1 14 
1.15 


4.24 
4.06 


1.00 
. 1.12 


4.47 
4^36 


0 77 


2.38 
2.48 


1.45 
1.39 


2.77 
2.23 


1.09 
. i:01 


2.20 
3.00 


1.01 
1.83 


3.1)7 
2.64 


, 1.52 
1.41 


2.6^ 
.2.29 


■ ' 1.14 
• 1^10 


2.18 
2.36 


0.95 
1.60. 


3.64 
4.09 


1.29 
1.16 . 


3.28 
3.40 


»1.18 

• 1.27 


3.16 
2.71 


1.12 

. 1.62 


4.21 
4.43 


1.15 
0.94 


3.48 
3.74" 


1.29 
1.33 . 


3.15 
2.82 


1.14 
-1.'59 


4.09 
■4.27 


121 ■ 

■ ..i;i9 


? . ■ 4,14- . 
■>;.4.a5"' 


l.U 
1.26 


4.68 
,4.68 


4 0.58 
0.72 


4,33 • 
'4:53;y 


i:07' 

■d;d4' '. 


■.4.25* . ■ 
. ; 4i57 ■ * 


1.07 
o!66 


4.42 
4.48 


0.77 
0^32 


2.71 
2.09 


.* ■■ /. . . 

1.40-'. 
• 1.30 




1.26 
1.17 


2.59 
1.89 


1.23 
1.33 


2.84 
Z36 


1.42 
1.39 


2.74 

2.26 


i.29 
1,26 


2.72 
.1.96 


1.45 
1.43 


3.90 
4.21 


1.23 
. 1.09 


3.70 
4.00 


1.18 
l.U 


3.74 
3.54 


1.19 

i.;o 


4.18 
4.51 


L06 
0,90 


3.96 
4.22 


1.20 * 
1.02 


3.60 
,3.52 


1.19 
1.19 


4.18' 
J'23_ 


1.20 
1.24 


4.64 

_J.51_ 


0.81 

_ _0.81 


4.70 
4.38 


0.66 
0.92 



Note^For each task, the top row of numbers represents responses by prepayrtlQtit groups, and the bottom row of numbers represents responses by 

fee for service groups. - , 

Note^Asterisks on the teft side of the table signify significant.difference? due to paynjent mechanism and asterisks on the right side of the table signify 
^. . significant differerices due to size. 

"r<.oi 
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The* professional administrator's personal involve- • 
ment in those maintenance tasks that were significantly ■ 
different due to site generally decreased as the size of the 
group increased. Foe many of these tasks, there was as 
'much as or more than a full'point (1.0) difference in 
personal involverrient between the professional adminis- 
trator in a small group and the professional adminis- 
trator in a large group. Considering the large number of 
professional administrator^ in each size group and the 
limited 5-point involvemej^t scale, these differences are 
quite meaningful. The number and magnitude of differ- 
ences due to payment mechanism are less pronounced 
than the. effects due to group size. In most instances, 
the professional adrninistrator in a prepayment group is 
less personally involved than his. counterpart in a fee 
for service group tor. ^e significant maintenan ce tasks. 

The size of a group has various effects upon the role of 
the professional administrator in the maintenance sub- 
sys|.^rjj<Qnepf these effects toncems the professional 
''•^-'•^inis^ratorV.^^ with the tasks of developing 



'>^" apd'^nc^orisii^ operating procedures for his 

'V grOtUp*. ..The largi^'r the group the iess involveipent the 
.;/ profcs$ioriaJ;adrrtipistrator has with developing standard 
'-':Operatit^q pri^^ii^iiv^ for utilization control, obtaining 
infarmSitibn imipbrtant to his group, and billing and col- 
lecting. The last item is interesting in that mosit small 
medical groups originally hire a prdfessional adminis- 
trator primarily to handle this function (Alien, 1964). The 
impQitahce of this activity to the professional administra- 
tor of a small group is shown by the high level of personal 
involvement he hasMn this, activity. As the group grows 
larger, however, the professional, administrator's invol- 
vement in this t^sk decreases. It would appear th^t the 
prof€is$ional administrator of a large group can not be as ^ 
Sf^volved in this activity as the professional administrator 
of a small group. Size differences also exist in terms of 
the professional administrator's^involvement with enfor- 
cement of these standard operating procedures; the pro- • 
fessional administrator of a small group is much more in- 
volved in enforcement of procedures than i$ the profes- 
.sional administrator of a larger group. 

The pattern of less p€rsonal involvement the larger the 
group also pertains to the maintenance activities of de- 
veloping job' descriptions and standards, training and^ 
orientingi <;6inducting performance evaluation, assessing 
job ^fiisfacfioH^ and disciplining the cp^oup's staff.in pAr- 
tlpular;.(Jiffcrenc?s three size 5^ ' 

these actiyitijes^ concerned the profcssibral adit^ir^^ 
. tor's irivoivfilTlnicnt with the nonphysici^in stiff ttie 
V -grbijR. W regkrd to physician personnel, ther^ cl;«re 
;r hardly iny differences due to group size for these mainte- 
' nance fasks. For the maintenance tasks dealing with the 
group's physicians, the professional administrator's per- 
sonal involvement was uniformly low regardless of the 

gro up's siz e. . ■ * 

There were two maintenance activities for which no^ 
differences existed between the professional adminis- 
trators' involvement due to siz5. The first task con- 
cerned the development, revie\Jl/, and/or revision of F>fty- ' 
ment plahs,\$alary schedules, ind benefits for all stdH 
personnel, both physician and nonphysici an. The se> 
cond maintenance activity for whicTi no dfifference ex- ' 



\ ■'■ ■ >- • .. i • -4 ; 

I ^;. 

■ ^" ' isfgcfwas to' interpret group policy and clarify procedures. ; " 

v" V for. staff and employees. Both of th^e tasks, therefore,.; 
'can Be considered of equal cohcem to all professional 
^administrators regardl ess of the si ze of their g roups. 

^The" influence of a group's payment mechanism on the _ 
professional administrator's • role in the maintenance " 
subsystem overall is much less than the influence of . 
group size. .For most maintenance tasks, payment 
mechanism ha's no effect on the professional achninis- 

-^^^ator's pei:sbnal involvement. However, some signifi- 
cant differences do exist. The professional administrator 
of a prepayment . group is less personally involved in 
developing standard operating procedures for non- 
physician personnel administration, cost controls, and 
billing and collecting than is the professional adnlinis- 
trator of a fee for service group. Billing and collecting 
would be less of a concern for the professional 
administrator of a prepayment group as part of the 
group's revenue is genera ted by one time payments for 
medical care. On the other hand, the professional 
adrtiinistrator^ of a fee for' service group must be 
concerned'Ointh ppllecting payments from patients i^ch ^ 
time th ey' utili;ge/fe group's services, • 
, The payment mechanism groups 

on cost.fepqtrbt i%not as easily explained as the possible 
reason fqr thfi: jE^^ in collecting and billing. It would , 
appear to!^C2tf;'that the professional adrninistrator of a . 
prepay grodp'vwbuld be more involved rather than less 
involved in developing standard, operatijig procedures 
for cost controls than a professional aidministrator of a 
fee for service group. In a prepayment group, the 
professional? administrator must be concerned with 
^keeping his operating budget .within the limits of jhe_ 
revenue generated by prepayment. If he fail3;to do so h?l 
docs not have the option to increase fees of cut services ' 
. as easily as the professional administrator of a fee for ' 

service group does, It .U^ould appear, therefore,'-that he 
• would keep a tight reign through the development of 
standard procedures for cost controls in prder to keep , 
his group within itS* budget. In site visit discisiS5iort|'with • 4 
professional administrators of prepayment -^groups, one / \ 
possible explanation for the lower involvement With cost • 
controls was^ uncovered-. Thes^^^t^fessional adminis- 
trators mentioned that ifr'a jSri^p^yment group, ikz 

V physiciaqis took a mori? acfive 

and often imposed their • . 

Ditfeirences *ln ^e T3rb?6si5tbhal administrator's per- 
sbriar ihvolvemeht due tq payment mechanism also exist 
regarding the enforcement of adherence to^standard^ ,.^ 
operating procedures by nonphysician personnel The 
prepaiyment professkDnal administratowi less invqlvAed in^. " , 

- this activity than is the fee for servdce professiohaf 1 > 
adnriihistrator. In a similar fashjoli; the j^rof^s^iphal f ^' y 
adrninistrator of a»prepaVfn^t'grQup is less tnCfjolyedln r 
developing job descnptioxis -oi? specifit^t^^ 
.hqrirn^dical staff. Also, he is' rnuch! lessy-j^vr*^'^^ ' ■ 
disciplirung^^nonmedi^ .if ^^^"^ 
part in a fee fdr'sei^de^^^^ ^ 
ever, 'Is reversed Vwhen the^ 

- ^the grcwLjA physic^ either - 
For this ISsk, t^c professic 
prepayment group is, imore .Hi 

xi9 . ■ ■ •■■ 

47' . ■ , . ' •* 




pVpfessional administrator.of a.fjse for service group. 
- The boundary /production Supportive — procure* 
ment subsystem. The bre^ddwn of the professional 
iidrhmistrato^''s:. personal involvement fqr bjpundary/ 
production sOipportive— procurement tasks by size and 
payrnent mechanism is presented in Table 6-7. 

The effect of group size on the professional 
administrator's involvement in the procurement tasks 
cuts acros&several acti^/ities within this subsystem. One 
of these activities is to negotiate purchase price/con- 
tracts for supplies, equipment, and/or. nonmedical 
services. The largex the group, the less personally 
involved is the professional administrator in this task. 
Another task where this type of linear relationsljip is 
present is in the recruitment of nurses and medical 
technicians as well 4s all nonmedical personnel. The 
professional administrator of a small group is highly 
involved in recriiiting these kinds of personnel, less so for 
the professionid.-adrrtini|trator of a medium-sized group 
and only moderately s^)^ for the professional adminis- 
trator of a largel'^fdupir . ' > 
■ Two tasks that' ^concern the professional adminis-. 
trator's ii^volvement in the procurement of the group's 
patients also vary significantly due to size. The first of 
these two-js to resolve nonmedical patient complaints 
aod the. second is to mediate/arbitrate between the 
group's physicians and patients in conflicts over medical 
'services. The professional administrator's 'involvement 
'in these two tasks is a decreasing function .dbe to size: 
the professional administrator of a small grbup is much 
more involved in these activities than is the professional 
administrator of a medium or a large group. 

The professional administrator's personzil involve- 
mcr\jt in two other procurernent tasks that are 
sigpriificantly different due to size demonstrates the 
■ ^influehde of the^ organizSitional transition period 
discussed earlier. -These tasks arp: recruit phVsiciao 
■ 'mernbcrs ahd secure liability ins»|rance coverage for the. 
' : jjroUp and/or it's^hy^icisins. The professional adminis- 
trStbr 6f a mediunn-sized group famuch nr\prQ\invqlved in 
these two task/^than the provisional admirlistratOr of . 
eithelr a small^ a large group. If the nfedium-sized group" 
' is in i ferinsk^tion period, it is likely .to be experiianfirig a 
^ fair amVunrdt strain due to the.-'he^d to restructure' the 
organization. This'could potentially lead to many oVlhe 
' group's 'physicians leaving the organiza^op. It this^ is m 
faQt^.what. occurs, tke professional' administrator would 
be involved more tHan. norro^Jly in recruiting physicians 
r * to replace those that leave the group, The higher in- 
. ^^volvfement of the medium-tjfeied group professional ao-; 
rhiniitAdr in securing jnsuranqe for the ^oulp and fts 
ghysicians v/oilld follow frofn tlie task of recnJting mprer 
j^;pnysici'^s. If there are more new- physicians in the 
group, the professional administrator would need to be 
\ mgre involved in securing insurance coverage for these . 
physicians* 

There are only three items in this subsystem for which 
there are differences in. the professional adminis- 
' trator's personal involvement due to payment mechan- 
ism. The professional administrator Jor k prepayment 
Jjroup is less.involvcd in ncfgotiating purchase prices and 



contracts for supplies, equipment,'and nonmedical s^r- 
Knfes than is the fee igx service professional ctdminis- 
trator. In addition, there is less involvement on the part 
of the prepayment group professional administrator in ^ 
recruiting nonphysician and nonmedical st^fr personnel.;- 
The professional administrator of a fee for service gro^^^p 
is significantly more involved in these recruiting tasJfecS. 

The boundary/production supportive — disposal 
subsystem. There are two tasks in this subsySjt^m for 
which significant differences, -^'xist between tne pro- 
fessicrhal administrcitor's 'pgrjjiinal involvement due to 
either group size of. payment* mechanism. The disposal 
subsystem tasks and the professional administrator's" 
average personal involvement with thern'is presented in 
Table 6-8 by size and payment mechanism. 

Representing the group or individual physicians in 
court appearances on collection cases is the one task in 

. this subsystem that differentiates professional adminis- 
trators in different size groups. The professional adminis- 
trator oT a large group has very little personal involve- 

^ ment with this activity com'pared to the professional 
administrator of a medium/or a small group. The effect 
of'payment mefchanism is demonstrated only for the ac-^ 
tivity of working with>third party fbayers to assure effi- 
cient collections for the, group. 'The .prepayment group 
professional administrator is significantly less involved 
in the taisk than is the fee for service profession^.admin- 
istrator.- Except for these two tasks, neither size ribi^'pay- 
ment mechanism seems tpliave much of an influence^.on 
the professional administV atojr's role^in this^ subsystem. 
TTie boundary/institutional supportive sub- 

- system, .There-are three tasks in this subsystem, and 
none of these tasks varied significantly on the level of the 
pt:ofe$siOhal-administrat9r'3- personal involvement due 
tb-size or payrnent mechaLhisTp'i rRie conclusion^that can 
be drawn is that the professional: administrator is in- 
volved with bo undary/instMripnat. supportive tasks to 
the same degree regardless of eithe r the size of his gro up 

■ or its paymerit me chanism. The breakdown by size and 
payment mecHahism fqr the professional administrator's 
personal involvement in these tasks is prissented in Table 

6-9. . r ... ■ . . .. ■ 

The adaptive subsystem. The role o^ the'^profes- 
sional administrator in the adaptive subsystem appears 
to be v^ry uniform ovef size and payment types. TKere 
are only two tasks in this subsystem for which the per- 
^nal involviement of the professional administra(pf var- 
ies significantly for either different-sized groups or 
groups with different payment; mechanisms. The adap- 
• tive tasks and^the professional administrators average 
invdivetnentjor each are presented in Table 6-10 by size 
and piiyment mechanism. 

Differences in the professional adminilstfator's per- 
sonal involvement for either size or payment mechariism 
^cctirred.^ for one, nriajqr^^^^^^ This 
activity is the collection, processing, and evaluation of 
information, and/or malcing recommendations relative 
to factors that might afjfect the manner in which services 
are rendered in the group. Of the four items relating to 
.this -task, there were significant differences in the pro- 
fessional administrator's involvement due to size for one, 
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' ______ ^* ' TABLE 6:7 " ^ „ 

PROFESSIONAL Adi^istrators' Average Personal Involvement by Size and Payment Mechanism — Bound ARY/PROP ucnoN 
Supportive— Procurement Subsystem Tasks (Column 3 OF Standard Lst) • 



BOUNDARY/PRODUCTON SDPPORTTVE-PROCUREMENT 
SUBSYSTEM i ^ 

8. Negotiate T^urchasc arice/conttacts for supplies, equipment, 
and/or non-medical sltrviccs. 



Smadl 



M 



4.35 
4.61 



SD 



1.06 
0.79 



Medium 



^ M SE) 



3.88 
4.47 



1.39 
0.87 



Large 



M 



3.50 
4.08 



SD 



149 
1.22 



13. Search and negotiate for investment capital. ^ 


4.03 
4.04 


1.15 
1.26 


4.47 
4.23 


0.94 

i:i7 


4.00 
. 4.18 


1.50 
1,42 


25. Recruit the following to fill openings in your organization: 
a. F'hysician members (participating). 

. v' ■ 


3:30 
3.34 


1.59 
1.51 


• 

4.11 
3.64 


1.'02 
1.21 


^ 3.37 
2.89 


1.26 * 
1.64 


b. Physician employees (salaried). 


3.58 
^.53 . 


• 1.47 
1.47 


4.00 
3.65 


1.12 . 

• 121 

• w 


3.45 ^ 
.3^ 


1.15 
, 1.70 


■ . f y , ■ • 

c. Nurses and medical technicians. " ♦ 


4.22. 

4j5r0 


1.11 
0.89 


3A3 
4.03 


. 1.31 
1.21 


3.63 
3.42 


' 1.26 . • 

n.6i • 


d, ReccpiionisiSoClerks, and maintenance personnel. * 


4.30 
4.63 


1.12 
. 0.82 


3:59 
•4.16 


■'■ 1.33 
1.22 


3.50; 
3.46 


1.36 
• 1.64 


,2fe. Negotiate salary and benefit contracts with organized •* - - 

groups of personnel. ' * . ■ 


. 3.70 
4.35 


^ 1.76 
1.20 


4.63 
4.68 


0.74 
0.58 


4.44 
4.67 


1.13 
' 0.82 . 


30. Negotiate contracts with physicians who wish to join tHe group. 


3.33 
3.52 


1.54 
1.48 


4.29 
3.58 


0.91 
'1.41 


.3.72 
3.04 


1.27 
1.54 


41. Secure liability insurance covei^ge for your group and/or 
your physicians. 


4:45 
4.53 


- 0.96 
0.91 


4.56 
4.69 


1.04 
0.74 ^ 


4.0Q. 
• .4.40 


1.26 ♦ 
' 1.19 


42. Survey patients to -ascertain leVel of -patient satisfaction 
and/or areas of dissatisfacjion. ^ 


4,03. 
4.16 


1.08 
1.00 


" "I 3.74 
3.80 


1.19 
• 1.13 


3.83 


0.92 
1.06 


43. Resolve non-medical patiAnt complaints (e.g., charges, fees, 
per spnaiity clashes, etc.). ' / / 


V" V 
4.221 
4.29 


• »» * 
■ 1.04 

1.00 


3.80 
4.03 


1.15 
1.04 


3.65 
4.00 


1.04, • 
• 1'22. 


, in conflict S|pver rrtedical service.' 

•;K . . . ^ \ ■ • . 


3:98 
3.96 


1.32 
1.25 


3.56 
3.78 


1.29' 
1.18 


3.35 
3.61 


0.93 • 
1.62^ 


. • ';47. Visit the group's patients in*the hospital for public relations 
^ / " purposes (nonrmedicai purposes). 

54. Negotiate medicol services covered under health care contracts 
with organized consurner gifoups. 


3.13 
143 


1.67 
1.62 


2.80 
1.57 


1.48 
0.85 


2/te 
2.50 


, 0.99 
1.38 


3.84 
. 3.98 


1.43 
VJ22 


^ 4.47 
' 4.09 


0.84 
0.86 


3.40 
. 3.43 


. 1.45 
0.98 


\35. Negotiate fees or prices for health care contracts with 
organized consumer groups. / 


3.92 
4,23 


1.47 
1.07 


4.41 
3.92 


0.87 
1.08 


3.71 
.3.63 


1.54 
0.92 


57. SettJe grievances with industrial or group accounts. 


3.74 
4.18 


1.35 
1.13 


4.28 
4.14 
■ ^ 


1.13 
0.95 


3.23 
3.92 


1.42 
1.38 



Note — For each task, the top row of numbers represents responses by prepayment groups, and the bottom row of numbers represent^ responses 
by fee for service groups. . 

Note— Asterisks on the left side of the table signify significant differerKes due to payment mechanism and asterisks on the right side of the table 
signify significant differences due to size. 
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• TABLE 6-8 ' ; " • ' ^ T." 

PhOFHSSIONAL AoMmTHAiORS' AvERACE PERSONAL InVOLV^EMENT 3Y S(2£ .ANd'PaYMENT MeCHANIUM — BouNDARY/ PRODUCTION 

, Supportive — Disposal Subsystem Tasks (Column 3 of Standard List) 





Small 




Mediuln . 


Large 




BOt^DARY'PRODUCTlON SUPPORTIVE-DISPOSAL 


. M 


SD 




• SD< 


M 
















^SUBSYSTEM 










• 




45. Represent the group or individual physicians in cduln 














^ appearances on collection cases., l^ . 


3.42 


1/08 


3.12 ' 


1.69 , ; 


• ' 2.53 


1.25 ♦ 


\, -■• • ■ '* 


373 


1.47 . 






2.56 . 


1.69 


^0 Transmit infortnation ^bout your group's facilities and'seryices , 














to interested persons anjd/or organized consun^er groups. 


3.76 


1.36 


s 

4.13 


1.06 


3,93 . 


0.80 


. ) ^ 

49. Represent your groups at health care workshops and meetings. 


4.10 . 


1.10 . 


J. 00 


i.ia 


^ , 4.05 


1.05 


3.71 


1,20. 


4.00 


1.06 


3.95 ' 


0.97 




3.89 


1.27 


3.77 


1.17 


3.92 * 


1.41 " 


50. Represent your group in civic mattexs ar\d projects. 


3.63 


1.25 


3.92 


1.06 . 


^ 3.^ ' .' 


6.37. .. 






1.29 


3.82 


i:o8 .' 


3.65 ■ 


1.30 


51. Participate in public health education efforts. 




1.44 


3.53 


1.37 


• 2.82 


iJ 




/.81 • 


1.42 


2.43 


1.14 


' 2'.24 


1.22 


58. Work ^/Ath third parry payors to assure efficient 


f , 

r 












collections for rhe group. , ' ' ^ • 


' 4.09 


1.17 


■ -3.33 


1.27": 


3.33 


1.33 




,4.22 


^,1.06 


4.16, 


0.96' 


4.08 


,1.15 



/ Note— For each task, the top row of numbers represents responses by prepayment groups, and the bottom row or numbers represents responses 

by 'fee for service groups. ' ' . . " ^ ; 

Note— Asterisks on the left side of the tabic signify significant differences due to payment mechanism ^nd asterisks on the rigi^ side of the table 
signify significant differences due co size. - ■' . 

•p<Ol . * ^ 
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. " * ' ' TABLE 6-9 

PaoFES^ONAL Administrators- Average Personal Involvement 3v Size and Payment Mechansim — Bounoary/Instttutional 

Supporttve SubsVstem Tasks (Column 3 OF Standard List) 



Small 



Medium 



Large 



BOUNDARY/TNSTrrUTlONAL SUPPORTIVE SUBSYSTEM 
5- Attempt tji influence the outcome of pending legislation or 
rogulationa that would affect your group practice. 

. ■ ^ ■ «' 

52. Try to gain the cbmmunity's (or pjjbhc's) acceptance and 
support for your ^oup and its variou|{ programs. 

^. ^ 

53. Work A/ith the news m^dia in r^easing public and dvic 
interest storien. 



M 


SD ' 


' M 


SD 


M* 


* SD 


> ■ 








• w ■ 




3.19 


1.28 • 


3.67 


0.92 


3.21 


1J3 


3.07 


L25 


3.15 


;.1.26 


. 3.47 


1.22 


3.94 


1.23 


4.06 


109 


3.ai 


1.09 


3.77 , 


1.22 


3.68 . 


1.16 


3.22 


1.26 


3.6i 


1.27 


3.65 . . 


1.06 • 


*3.75 


1.18 


3.63 


1.29 


3.72 . 


V.18 


'3.65 


1.06 



s Nota— For each task» th^ top row of riumbirs represents responses by prepayment groups, and the bohom row of numbers represents responsts 
by fe« for service groujSf'' . ^ 

Note— Asterisks on the lefvsideffif the table sigrufy significant differences du^ to payment mechanism and asterisks on the right side of the table 
; differ ' * * 




signify signiflcant differer{^ iue^to size. . 
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^ ^ TABLE 6-10 ' 'rr 

iIoVjal Administrators* Average Personal Involvement by Size Ar^D^PkYMENT MECHANiSM — Adapttve 
Subsystem Tasks (Column 3 of Standaro/List) . 



' ■ • ■ ■ ^> 


' Smeill 


^ . 


Medium 




Large 






' M ^ 


SD 






ADAPTIVE SUBSYSTEM : . . 
1. Collect information, process and evaJuate infomnation, and/or make 

recommendations relative to factors that might affect patient demand 

for your grolip's services, e.g.: 

a. General ftrends in the environment (e.g., population 
census and demographic data, social factors, ecorx3mic 
data, etc.): 


3.47 ^ ' 
;3.64 

• '•. ' < 


-(.38 
^1.21 ' 


•-.3.71 ' 
3.63 


• 1.10 
1.27 


V 

3.35 
3.23 


127 

i.ot. 


■-«• •/'' " ' 
'b. Legislation and regulations (e.g., NHI'& HMO Icgislafaon, i 
^ ; Medicarc-Medicaid, etc.): 


■3.51 

3.73 /■' 


1.16 
1.12 


. 3.96 /r 

: 3.78 


0.95 
0.95 


3.50 

;3.79 


' 1.10 

1.18 


c. Your group's "competition" (e.-g.. other medical groups, 
hospitals, etc.). . ' • 

/ v . y.- '. • • ■• ■■ ■ , 


3.25 \ 
3.39 


1.28 
1.19 . 


i: : 

3>86 
3.52 


0,89 
1.22 


• 3.47 
3.53 


1.12 " 
1.07 


(2.^ Collect information, process and evaluate information, and/or 
make recommendations relative to factors that might affect the 
manner in which services are rendered in your group, e.g.:' 
a. New medico/ equipment and procedures. i* . 


3.43 
3.26 


l^SO 

i-.a6- 


3.46 
336 


a:30. 
i.ll 


* ' 3.35 
3.29 


1.09 
1.30 


b. New non-medical equipment and procedures (e.g., POMI^, 
Superbill, etc.). ♦ 


.4.31 
4.53 


1.03 
0.91 \ 


4.23 ■ 
4.49 


• 1.03 
0.84 . 


. 

3.95 
4.38 


1.19 
0.97 


C Legislation and reguliitions (e.g., PSRO, third party payor 
accountability regulations, etc.). 


3.46 
,3.82 


1.25- ' 
1.13. 


. 4.17' 
3.76 


0.83 
1.17 


3.55 
4.17 


1.15 
'0.92 


d. Internal processes (e.g., patient flow, overtime, 

cash flow, etc.). • 


.4.67 
4.73 


0.52 
0.67 


4.30 
4.58 


1.02 
0.84 


3.95 
, 4.68 


1.15 » 
0.69 


11.' Develop Ibng-range master plans (e.g.» facility, financial, etc.). 


4.12 
4.10 


i.io 

1.13 


4.67 
4.26 ' 


0.56 
0.90 


4.40 
k». 4.42 


' ^p.88 
0.97 « 


18. Develop physician staffing plans. 


3.40 
3,30 


1.28 
1.35 


. 3.40 
3.03 


hk 

1.25 


3M 
3.09 


' * 1.03 
^ 1.38 " 


19.. Develop non>physician staffing plans. 


4.45 ' 
. 4.48> 


0.77 
0.88 


4.04 
4.39 


1.06 

0".92i 


4.15 
4.48 


0.88 ^. 
0.92 



Note — For each task, the top row of niimbers represents responses by prepayment groups, and the bottom cow of numbers represents responses 
by fee for service groups. , 

\Noter<->Astensks,on the left side of the table signify significant differences due to payment mechanism and asterisks on the pght side of the table 

signify significaiht differences due to size. 
'*P<.01 , . ' - ; 



and; two items were aiffected by the type of payment 
mechanism. The professional administrator of a small 
group is more involved in the collection of information 
regarding the internal processes (for example, patient 
flow, overtime, cash flow, anfl so forth) of his group than 
-is the professional administrator of a mediuin -sized 
group an d eveh. more so than the professional adminis- 
trator of a large group. There was also a significant dif* 
ference for this item between professional administra* 
tbrs of groups with different payment mechanisms; th^ 
professional administrator of a fee for service group is' 
more iiivolved in this activity than his coionterpart in* a 



prepayment group. A second part oftHe above task that 
also accounts for variance between the profeissional ad- 
ministrators of. different payment mechanism groups 
deals with new nonmedical equipmerlt^d procedures. 
Again, the fee' for service professional sidrninistrator is 

, more involved in^colleqting, procc5^ing/;and evzJuatinfg 
information concerning new nonmcdittl equipment and 
procedures than is the, professions^ administrator of a-. 

' prepayment group. ^ 7 

77ie '^managerial subsystem. The managerial 
subsystem is the largest sub^stem in terms of the 
number of tasks included in it; It is also a subsystem that 



ERLC 
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has :a Ifiurge number^of tasks for which there are sig- 
nificant* differences in the professional^ administrator's • 
personal involvement due to either size or payment 
mechanism. The professional administrator's average 
personal involvement for theemanagerial task? by size 
and payment . mecharfisTT) i^presented in Table 6-11. 

There are two managerial tasks for which professioggi 
administrator's personal involvement iptreases in^ 
linear manner the larger the group size. That is, the 
larger the 'group/ the. higher the level of professional 
administrator's personal involvement in the two tasks. 
Both of these tasks deal directly- with. the number rof 
administrators or administrative staff in the^oUp. The 
first task is establish/approve policies gdvemihg t^je 
growith or reduction in the number of administratorsin 
the' group, the second deals with japproval of distnissals 
and terminations of administrative staff. One possiWe 
explanation for this trend would be that a large group has 
a larger administrative staff than a rnedium-sized group 
and a small group. With a larger adrniriistrative staff , the 
professional administrator would most likely delegate 
some of his responsibility to his staff. This, could bg one 
explanation of why the professional administrator of a . 
large group tends to be less involved in administrative 
tasks than the professional administrators of smaller ' 
groups. If the large grb|jp has a sizable administrative 
staff, this staff would ha v6 closer personal contact with 
the professional administrator and hd^ vvith them. The 
result would be that the professional' administrator 
would be more involved in tasks which relate to those 
individuals with whom he deals most oftert. 

Anotheir managerial task-'area^ for which size df^roup 
has a significant effect on the professional adminis- 
trator's p6rsonal involvement is approving stcindard 
operafing procedures. The differences exist for the tasks 
of approvii^ operating procedures relating to utilization, 
control, cost controls, billing and collecting, interacting 
and dealing with outside agencies, and, finally, gathering, 
processing, and evaluating information important to the 
^groUp. The trend .that exists for all of these tasks is that 
the professional administrator's personal involvement in 
these activities decreases as the size of the group' 
increases.. ' 

There are^several size differences in the professional', 
administrator's personal involvement wfth managerial 
tasks related to the group%^ persoryieL for all of these ^ 
taskSj. the professional aclrnimstratoir's involvement 
decreases as the size of tha group increases. The 
approCral of job specifications, job deiscriptions, and/or 
job standards for physician employe^/s, nurses,, medical 
technicians, and nonmedical persor^iel is one set of 
these activities. Ahother is v the approving of. this 
appointment or . hiring of nurses, medical technicians and 
' nonmedical employees. Size differences also exist for the ' 
.professional -administrator s involvement in approving 
the iT-omotions of nonmedical personndt. as well asMn 
approving terminations or dismissal for these/ 
efaployecs. . ^; 1 

Another area of managerial ; tasks where size 
differences exist is in the professional administrator's 
ihvol^enrtent with the personal or interpersonal probleYns 



of his . employees. The professional administrator" of a 
small group is more involved in counseling Ws, group's 
nurses, medical technicians, and nonmedical staff with 
their personal problems thap-'is th6 professional ' 
administrator of^a medium-sized group; both of these 
..pr9fessional administrators at^, in turn, more involved in 
thiis task'.th^n the professional administrator of a.lat^e 
grout) i- Fuftherrhore, the professional administrator of a 
sprtall^ group, in contrast to -the professional^ adminis- 
trator of airnediurn or large group, is also more irivolvedj 
'in.rhedi?iting/arbitrgtin interpersonal problems among 
these, -same g^^ of personnel. It would appear 
reasdnabli? tp-conclcide that the larger the.group. the less 
Invbiyie^itiie^^^ administrator Oi/illbe ^th tasks 

* V; cohcernlng^'personal or interpersonal 
^ group's ndnphysiciahs and nonniedical staff. 
: . The, influence of , the type pfTDaymeot mechanism on 
the^profS^ional administrator's personal involvement 
with; managerial taSks is^ less 'pronounced than is the 
effect of group size. There are; howler, several 
managerial tasks that are sigriificandy differejit^'''3u^ ^ 
payment .mechariism. Two of these taste^concerrr the 
professional acfministratoPs involvement with mana- 
gerial activities dealing with th|2 groups phy^cian . 
members. The professional administfatpr of a prepay- 
ment group is more involved with the task of approving 
job specification, descriptions, and/or standards for his 
group's physician members than is the professional ad- 
ministrator of a fee for service group. In addition, the 
prepayment group prgfessional administrator is also 
more involved in the approval of payment platis/salary * 
schedules and benefits for. these physicians than is the 
fefe for service professional administrator. . \ 

Most of 'tlye remaining managerial tasks for which 
there aie significant differences between the level of the. 
professional administrator's personal involvement in a 
prepayment or fee for service group concern the group's 
n^nphysician personnelTThe fee forservic^i professional 
adlninistrator is more involved with the approval of both 
the hiring and dismissail of his group's nonmedical 
personnel than is the prepayrncnt professional adnjinis-. 
tratoi^. He also has a higher involvement with approving 
promotions for nurses and medical tcchniciansas well as 
nonmedical personnel than does the professional adpnin- 
istrator of a prepaymieht group. This same relationship 
,also prevails when, the task is 'counseling to assist with^ 
the personal problems of nurses, medical technicians, 
and nonmedical personnel. However, when the mana* 
. gcrial task is to mediate/arbitrate interpersonal prob- 
lems, nonmedical personnel is the only groyp of cm* 
ployees for which there is a difference between the 
prepayment and fee* fo'^ service professional admiriis* 
trator^; the prepayment professional administrator is . 
less involved in arbitrating among this group of' 
personneL One final task in the managerial subsystem 
cor which there is-a^cjifferfince bietween the professional 
administrators of. prepayment .and fee for service groups ' 
is the approval of standard operating procedures for/ 
billing and collecting. The professional administrator of 
, the fee for service group is more involved with this task 
than is the prepayment professional, administrator. 



TABLE 6-11- * . ./ 

•PROFESSJONAL ADMINISTRATORS* AvERAGE PeRSONAL InvOLVEMENT BY SlZE AND PaW^tI^ECHANISM— MANAGERIAL 

SuBSYSTBH Tasks (Column 3 OF Standard List; 



MANAGERIAL SUBSYSTEM ' jf 

3. Est^iish/z^pprove your group's position on issues related to the 
;^ practice of medicine in your group (e.g.. PSRO, accountability, 
licens 



censufc/certificatjon, ett.). 



4. '£sti 



approve y6{iT group's position on issues related 
^ Jjusines^ operations of your group {e.g., taxes, Superbil' 



6. EstabiisK/aDprove the need to replace existing or purer , 
medical equipment. 



7. £sfab/ish/Gpprouc the need to replace existing or purchase additional 
non-medical equipment and/or services. 



9. Approve purchases of equipment or services costing in 
excess of $1,000. 



10. Esrabiish/approue: 

a. Critetia for quality care. 



c. Policies govemir^ the number and kind of patients that your 
group will serve. ^* 



d. Policies governing the growth or rcjiuction in the number 
of physicians in your group. 



e. Policies governing the growth or reduction in the number 
of administrators in your ^up. 



g. Ftnandal policies. 

h. Acciunting policies. 

i. ^^^ysician personnel policies, 
j. Non-physidan personnel policies. 

12. Approve ior>^ range master plans (e.g.« facifity, financial, etc). 
14. Approve your group's operating budget. ^ ^ 



Small 



rge 



M 




M 


cn 






, f 

^67 
2.74 


1.38 
1.16 


3.15 • 
2.59 


1.32 
1.15 


1.79 ■ 
2.96 ' 


0.92 
1.40 


4.20 


1.08 
0.94 


4.38 
4.55 


0.90 
0.81 


4.20 
4.63 


l.Ql 
0.58 


3.8^ 
3.61 - 


. 1.05 
1.12 


3.65 
3.88 


1.13 ' 
1.00 


' 3,75 ' 
3,67 


1.12 
1.40 


4.4^ 
4.52 » 


0.88 
0.81 


4527 
4.58 


1.00 
0.71 


4.20 
4'.48 


1.06 
1.05 


4.17 . 
4.21 


iJi^.98 


4.33 
f 4.37 


0.87 
0.85 


4.40* 
4.12 


0.82 
1.20 


3.06 
2.77 


1.42 
1.20 


2.71 
2.41 


1.08 
.1.16; 


2.80 
2.41 


0.89 
. 1.26 


^.78 
•3.73 


1.21 
1.09 


3.96 
3.81 


1.21 - 
1.01 


'J 

3.95 
3.92 


1.08 
1.26. 


3.66 
3.23 


1.12 

'IJ22 


3.65 . 
3.00 


1.27 
. 1.23* ^ 


3.13 
3.19 


1.20 
1.29 


3.46 


1.24 
l.ji 


3.64 


1.32^ " 
1.23 


3.37 

Q 0/1 


1.06 

1.40 


1 7<i 
J./D 

3.72 


1 Z.A 

l.C>4 

1.47 


4.22 


1.00 


A A^ 

4.^58 


1.10 

0.97 


3^12 
2.76 


1.31 
I 1.30 


3.26 


1.32 

1.18-, . 


3.00 
' 2.92 . 


1.05 
1.32 


4.4S ' 
4.52 


0.70 
0.80 


4.72 
y 4.54 


0.68 
0.75 


4.60 
4.84 


P.60 
0.47 


4.57 
4.66 


0.67 
0.73 


4.52 
4.68 . 


0.82 
0.68 


4.40 
4.76 


0.82 
0.83 


3.41 
3.12 


1.31 
1.34 


3.29 
3,15 


1.43 
1.25 


' 3.26 
2.96 


1.06 
1.30 



16. Approve standard ^pefiffhg procedures (new or revised) for: 
a. IDelivering patient dir4. 



4.61 
4.72 

3.73 
3.58 

4.28 
4.33 



3.47 
3.12 



EKLC 



55 



0.75 
0.71 

1.34 

1J3' 

1.06 
1.05 



1.32 
L18 



4.52 
4.71 

4.23 
3.67 

4.53 
4.37 



• 3.29 
2.72 



0.71 
0.64 

1.02 
1.32 

0.96 
0.90 

.1.10 
1.17 



4.60 
4.64 

4.20 
4.87 

4.28 
4.57 



3.15 
2.46 



0.68 
LOO 

0.89 
cl.39 

1.18 
1.03 

1.04 
1.32 L 



53' 



;TABLE.6-11 (Cont.) 



Smail 



Medium 



Large- 





-M ■ 


; SD^ 




SD 


M 


SD 




^ b. Physician personnel adrrunistranon. 


3.24 
2.%. 


1.34 
^ 1.28 


3.19 
2.91 


:.03 

1 22 


3.11 
2.46 


1.15 
1.38 




c. Non-physician personnel adminiitration. ^ ^ 


4.49 


0.84 
0.A 


^ '4.38 
4.43 


0.35 
0.88 


4.15 
4. 12 


0.81 




d.' Utiiizanon control (non^hysician). . 

' . • ■ ■'■ . \ ;. 

* • e. Cost controls. ■ ^ 

■ - •\ ' ■ " " 


4.46 


0.88 


4.20 
4.18 


1.01 
0.98- 


4.00 
3.81 


,.1.00 
. 1.44 




4.5^^' 
4.58 


■ 0.82 
0.30 


4.25 
.4.57 ^ 


0.79 
0.74 


4.25 
3.75 > . 


0.85 
1.51 




f. Billing and colleciinq. » 

- • V / . ' ' 


4.SS 
4.61/ 


0.86 
0.79 


' ^ 4.13 
4.52 


1.03 
0.90 


■3.40 
4.13 . 


1.27 
1.39 


• 


^ g. Interacting and dealing with outside agencies. •" 


4^16 
4.22 


1.11* 
1.03 


* 4.12 


• 1.01 
1.09 


3.68 
3.-67 


0.32 
1.27 


• 


Ij. Gathcnng, processing, and evaluating iniorrnation iqgportant 
^to .your group. 

♦ ' * : ■ 


4.27 
4.24 


. 1.01 


4.12 
4. 18 


1.09 
1.01 


3.80 
3.63 


1.01 
1.31 


• 


20. Approiye staffing plans. 


4.02 
4.03 


^ l.li^ 
1.15 


4.04 
3.84^ 


1.24»-^ 

- ''l^ll 


4.21 ' 
3.79 


0.86 
1.44 - 




22. Approve job 5p€C'iicari6ns,.joiD"descnptions, and/or ;ob standards 
(new or revised) for: \ 

a. Physician members (participaang). • 

. ^ ■ ■ 


3.33 
2.65 


1.34 
1.29 


3.00 * 
2.45 


1.41 ' ' 
1.15 


7.3s 
1.32 


1.28 
1.29_ 


• 


b. Physician employees (saianed). 


3.06 
2.80 


1.41 
. 1.2S 


2.38 

2.61- 


. 1.41 
1.22 


2.64 
1.79 


1.28 
1.23 




c. Nurs«s and medical technicians. •* \ 

' . ' - ■ ,. . ■ ■ . \ . 


4.14- 
4.01 


l'09 
l.U 


3.38 ' 
3.95 


1.07 
1.06 


. 3.67 
3.27 


H.28 

■ v.3a 


• 


d Receptionists, clerks, and maintenance personnel. y 


4.60 
-4.55 


0.77 . 
.0.86 


- 4.18 
4.36 


1.05 ^. 
' 0.92" 


4.11 
4.30 • 


1.18 
l.U 




e. Admin is tratiye staff. ^ 


4.43 
4.40 • 


1.0^^ 
. 1.02 


4.57 
" 4.37 


■ 0.68 
0.86 


4.67 " . 
4.68 


0.59 
0.78 





24. <ApproL'e payment plans/salary schedules and berfetits (new or 
revised) for: 
, a. Physician members i participating). 



b. Physican employees. (salaried). 

c. Nurses and m.fedicai technicians. 

d. - Receptionists, clerks, and maintenance personnel. 

* Administrative staff. 



27. Approve contracts' with organized groiips of personnel. 

28. Approve appointment/hiring of; 

a. Physician members (participating). 

b. Phyfician employees (saianed). " 



3.61 


1.28 


3.61 


1.23 


3.4^' 


1.22 


3.04 




3.30 


1.25 


3.06 


1.80 


3.56 


1.25 


3.68 


1.44 


3.40 ' 


1.23 


3.19 


1.43 


3.24 


1.32 


2.86 


1.75 


4.27 


1.02' 


4.27 


'^'0.83 


"4J24 


0.90 


4.2s 
4 


'l-Il 


^ 4.28 


0.97 


3.32 


1.62 


4.40 


0.99 


• 4.35 


0.88 


4.26 


0.87' 


4.44 


1.00 


■ 4.39 


.0.94 


3.96 


1.43^ 


•4.02 


1.33 


4.50 


0.72' 


4.53 


0.70 


4.I9-. 


1.26 


4.31 


l.QO 


. 4.00 


1'.53. 


3.44 


1.88 


4.29 


1.50 


4.33 


0.87 


3.98 


1.38 


4.63 


0.68 


4.00 


1.41 


3.00 


1.48 


. 3.26 


1.36 


' ' 2.89 


1.24 


2.68 


1,43 


2.71 


1.24 


2.16 


1.46 


3.15 


■ 1.49 


^ 3.46 


1.27 


2.95 


" • US' 


2.87 


1.43 


2.77 


Ml 


2.50 ." 


1.67 



ERIC 



56 

54 



TABLE' 6-11 (Cont.) ' ^ 

' Small Medium Large 



i * 


M 


50 




SD 


M 


'SD 


c. Nurses and medical technicians. 


4.24 
4.35 


■ / 

w 


1.70 
4.15 


1.26 
1.10 


3.74 
4.08 


• 1.37 
1.38 


d. Receptionists, clerks, and maintenance personnel. 


4.45 


. / 

0.99 
0.85 


3.88 


1.26 
1.08 


3.53 

H.UO 


1.43 


e. Administrative staff. 


4.20 
4.30 


1.29 
1.24 


4.46 
4.49 


' 0.88 
0.92. 


4.74 ' 
4.48 


0.56 
.1.01 


29. Approve end of probationary appointments for physicians. 


2.65 
2.47 


^ 1.50 
1.44 


2.86 
2.45 


1.31 • 
• 1.19" 


2.71 
2.17 


U7 
. J ..1-65 ' 


34. Approve promotions of: 

a. Physician members (participating). 


2.56 


1.50 
1.3? 


2.46 

ZOO . 


1.19 
1.07 • 


2.4?'' 
- i.93 


0.90 
■ 1.49 


b. Physician employees (saJaiied). * , 
Cv Nurses and medical techil^l^pns. 




.^.^1.41 


•Z42 
2.29 


4^6 
1.24 


2.29^ 
ZIO 


0.73 
1.55 


3.97 
4.16 


1.22 
1.14 


3.60 


1.15 
1.02 


\ 3.47 
. . 3.91 


1739 
1.20 


d. Receptionists, clerks, and maintenance personnel 


4.31 
* ' 4.57 


1^04 
0.88 




1.30 
0.89 


3.45 
, 4.00 


i:4o 

1.29 


e. Administrative staff. 

35. Approve Bismissais and terminations of: 
' j a. Physician employees (salaried). 


4.04 
4.33 

2.59 - 
L 2.41 


1,28 
1.16 

L52 
1.41 


4.58 
4.41 

2.90 
2.38 


0.65 
0.95 

i.45 
1.32 


4.68 
' .4.56 

2.53 
.■ 2.17 


0.75' 
0.92 

1.18 
1.61 


b.' Nurses and medical technicians. 


3'93 


^1.27 

1 

1.^4 


■ 3.70 


' 115 

1 1ft 
1. io 


3.48 


. 1.22 


. c. Receptionists, clerk&, and maintenance personnel. 


• 4.38 
4.61 


1.09 ■ 
0.85 


3.84 
, 4.44 ' 


■ . 1.21 . 
0.94 


3.55 
4.00 


1.19 

1^6 ': 


d. Administrative staff. 


3.98 
4.18 


1.42 
1.33 


4.60 • 
4.53 


0.71 
0.93 


4,74 . 
4.60 


0.56 
1.00 


36. Negotiate dissolutions from the mem|?crship of physician 
members (participating) who leave the group. " 


3.76 
. 3.57 


/ 1.30 
1.50 


4.00 
3.72 . 


1.34 
1.40 


3.37 
3.05 


1.34 
1.64 



38. Coyn^, to assist with persona/ problems; 



39.' 



a. Physician members (participating). 


3.25 
3.25 . 


1.48 
1.35 


3.29 
3.21 


1.26 
1.39 


3.25 
3.07 


/ 1.18 
1.39 


b. Physician employees (salaried). 


3.26 
3.30 


1.46 
1.34 


3.50 
' 3.30 


1.25 
1.38 . 


3.29 
3.31 


• 1.16 . 
1.30. 


c' Nurses and medical technicians. ' 


• 3.50 
3.96 


1.21 
1.16 


3.09 
^ 3.52 


. 1.41 
1.31 


3.38 
3.42 


1. 36 • 

1.43 V 


d, Recepnonists^,.derks, arkdrnainterwceperson^^^ 


• 3.59 
4.08 


1.18 
1.14 


3.13 
3.69 


1.49 
1.32 


3./17 
3.40 


U7 
1.35 


Mediate /arbitrate inferpersona/ problems: 
a. Among physicians. 


3.05 
3.05 


1.38 
1.41 


3.09^ 
2.87 


. 1.41 
1.34 


3.00 
2.46 


1.11 
1.50 


b. Among nurses arvi medical technicians. 


4.07 
4.19 


1.10 
1.08 


■ 3.87 
3.90 


1^ 
. 1.20 

\ 1.35 
\1.I6 . 


3.21* 
3.52 


1.08 ♦ 
1.34 


c. Among receptionists, clerks, and mainterwKe personnel. , 

d. ArTKsng administrative staff. 


• 4.19' 
' 4.44 


1.00 
0.93 


3.92 
4.00 


3.15 
3.58 


1.31 
1.21 


4:32. 
4.32 


•1.01 
1.08 


4.58 ^ 

4.36'' 


0.78 
0.97 


4.65 
4.7.5 


0.81 
0.44 ' 


e. Between physicians and nurses. 


196 
4.02 


1.19 
/ 1.19 


"^05 
. 4.02 


1.13 
-4.11 . 


3.95 
. 3.83 


0.91 
1.11 



^ 57. 



TABLE 6-11 (Com.) 



f. . Between physicians and administracors. 

46. Represent the group or individual in court appe^rancss on 
maipracrice litigation. - 



56. Apatove contracts with organized consumer groups. 

-J— ■ 



SmaJl 



Medium 



Large 



M ' 


SD- 


M 


SD 


jL 


SD 




J - 


— — 




— • ■ 


4.18 


1.13 


4.00 ^ 


1.41 


'—■ • , - 
4.60.', 


0.S2 


4.20 


1.20 


4.J5 ' .; ■ 


1. 10. 


4.17 


1.24 


i 2.61 . 


1.59 


3.30 


1.34 


3.00 


1.41 


2.53 • 


1.43 


2.23 


1.26 


2.27 


1.61 


3.74 


1.45. 


4.39 


0.92 


3.47 


1.51 


4.00 


1.26 


3.55 


1.23 


3.11 


1.36 



Not4 — For each task, the top row ot numbers represents responds by prepayment: groups, and the bonom row ot numbers represents responses 
by tee for sennce groups. " , ■ ■ * . . 

Note— Asterisks on the le^t side of the table signify significant differences due to payment mechanism and asterisks on the right side of the table 
signify significant differences- due to sizfe. " <f * , ' 



•p<.01 



iiespon^ibiUty — involvement interaction. The 
professional administrators personal involvement in 
tasks for ' which each administrative role is chietly 
responsible is presented in Table 6-12 for both size and 
^payment mechanism. This data for each of the subsys- 
tems are included in Appendix B, Table B-7. 
, The professional adkiinistrator's involvement in his 
own casks shows a curvilinear relationship for size; that 
is, professional administrators' in medium-sized groups 
have less involvement in theic own tasks "than do 
■'professional administrators in either small or large 
groups. Professional administrators in medium-sized 
groups, however, have rrtore involvement in governing 
body tasks than do the administrators in either small or 
'large grouj^s. If the medium-sized groups are in a 
transition stage, the professional" administrator typically 
directs morg of his attention cow'ard getting his governing 
body, as the highest decision-making level of a group, to 
implement the necessary policy and structure required 



''to aid the group through the transition period (Allen, 
1964).' Thus, the professional, administrator is less, 
involved in his own tasks and more involved in the tasks 
oJ_his governing body.'; • ' 

Decision /ndex: The decision index for size_2:.o 
payment mechanism is displayed below in Table 6-13. 
The decision index represents the average number of 
College of Medical Group Administrators (ACMGA) 
.10 hypothetical decision tasks in the survey question- 
naire's decision table. The larger the index, the greater 
the number of individuals who participate in the decision 
making. While type of payment mechanism did not affect 
this index greatly, size of the group did. The largerlhe 
group, . the more individuals who participate in the 
decision-making process. A bad decision made in i large 
group is not easy to change; therefore, more input from a 
larger number of individuals will reduce the chances that 
a pending decision will be made on faulty or incorhplete 
data. 



TABLE 6-12 

Professional AoMiMsn^TORSj Average Personal Lnvclvement by Who is ChietLy Responssle 
BY s;2E M^o Payment Mechanism (Column 2 — 3 Interactign) 







Fee for Service 






Prepayment 






Small 


Medium 


Large 


Small_ 


Medium 


Large 


No One , . 


• ' .32 


.43 


.28 


.48 


.57 


.24 


Professional Administrator 


4.38 


4.22 


4.31 


4.05 


3.96 


4.11 


Me'dicaJ Director . . * 


. ■ . 1.18 


1.46 


1.79 


1.63 


1.16 


2.34 


Governing Body 


'3.04 


3.10 


2.85. 


2.65 


3.30 


3.21 


Other . . 


2.02 


2.27 


2.21 


1.60 


2.00 


2.50 

















TABLE 6-13 

Professional Administrators' Decision Index by Size at^d Payment MECHA^fl3M (Decision Table) 



Size 



Payment Mechanism 



Small 



Medium 



Large 



Fee for Service 
Prepayment 



2.31 
2.25 



2.52 
2.47 



2.56 
2.94 



er|c 



58 

56. 



CHAPTER 7 

THE FUTURE OF HEALTH CARE 



While there are a variety of method^ for predicting the 
future in a qualitative sense, the data for this study drew 
On three types of predictive methodologies. Included in 
this study were three modified Nominal Groups (the Del 
Becq Technique), two Delphi panel studies, and' nine 
interviews. The modified • Nominal Groups =all were 
conducted during the 1975 calciiidar year with the 
Arrterican College of Medical Group Administrators (nee ^ 
American College of Clinic Managers), a group of 
California group practice administrators, and a set of 
group practice medical directorsl The two Delphi pwinels, 
made up of a wide variety of health care experts, were 
conducted as parts of two other studies. The$e two 
Delphi studies were .undertaken in 1973 and 1974 * 
respectively. The interviews, with one exception, were 
all conducted in the latter half.of 1975 with a wide variety 
of experts, leaders, and seers. 

The Nominal Groups conducted as a part of this study 
inv9lved three sets of group practice administrative 
personnel and were designed with the hope of achieving 
a convergence of. ideas from a ^divergent group of 
participants" The first group, which was convened in 
February, 1975, iocluded nine persons, seven of them 
being members of the executive board of the American 
College of Medical Group Administrators (ACMGA) i(l 
and two being members of that College. The second 
group, which met in August, 1975, included ten 
preselected Califonjja group practice administfators'. ^ 
These administrators were selected on the basis of their 
written responses to a questionnaire about predicting 
the future mailed to all California administrators. The 
third Nominal Group included nine medical directors 
from group practice settings all across th^ country. 
Some of them were preselected on the basis of their 
.written responses to a questionnaire while others were 
recruited on the basis of recommendations from leaders 
in group practice. 

These Nominal Groups were convened for one day - y 
only and the participants were asked to spend jbrie-half 
day each addressing the following two questions: \ 

1. What do you i^redicf will happen in the h^th cai^e/ 
field that will $fect the future role of g:- • ao practide' 
adminijstrators? .-r':- ^ 

2. If yob were able to contra/ or ini^t the future of _ 
health care' 'ddivervrwha\ ^Utopian prlojections 
would you m2d<e to establishlthe ideal in group 
practice administration? 

Furthermore, with the first Nominal Group, a third 
question was addressed, namely: j 

3. How do you sec your role as group practice admin- 
istrator changing to cope/ with your future 
predictions? 



Each of these groups proceeded through the six iiepsof 
the Nominal Group process and generated a\list/of 
responses to the questions with both tHeir first-kDiind 
ranking and their second-round ratings. ^^ \ 

The two Delphi studies used in this project, U;ere bpth ^ 
conducted by faculty members on, university progranis 
in health care administrtiqn. The first oh^ consulted, for 
this study was published by David Starkweather from 
the University of California at Berkeley .(Starkweather, 
Gelwick, & Ne\X;comer, 1975). His study was conducted- 
in 1973 and comprised a panel of 24 health care ex- 
perts (administrators, planners, physicians, consumer 
advocates, and financing officials). The second one, as 
yet unpublished, was conducted by Mr. David Berg- 
wallj^T — George Washington University in 1974 
(B^gwall & Ferry, 1975). His study was conducted as 
part of a Health Resources Administration contract. His 
Delphi p>anel -consisted of twelve health care experts 
(seven university faculty, with the remainder being 
representatives of commercial, foundation, and public 
regulatory agencies in health care). In his study, * 
Starkweather asl^ed his panelists to focus their attention 
on the future of health care organizations, while Bergwall 
asked his to direct their attention broadly at the future of 
Jhfi-healtih care delivery system. ■ 

The third methodology for viewing the qualitative 
aspects of the future was developed specifically for use in 
this studs(^ series of interviews was conducted by Ms. 
Carol Brierly, Editor of Prism Masozine, and President 
of Medit, Incorporated. She conducted the interviews - 
with nine selected experts and leaders in the health care 
field and in broader fields. These interviewees included: 

Lawrence Altman, MD^^^edical Writer, Neu; York 
Times 

Isaac Asimov, PhD, Writer of Science Fiction & Non- 

_ ' fiction _ _ 

Amitai Etzioni, PhD, Professor of Sociology, Colum- 
bia University and Center for Policy Research 
Martin Feldstein, PhD, Professor of Economics, 

Harvard University 

Biot Ffeidson, PhD, Chairman, Department of Soci- 
ology, New York University 
Mel Glasser, Director, Social Security Department, 
United Auto Workers y 
, .Michael Halberstram, Mb, Phfysician, Consultant, 
Writer . ^ 

John Knbwles, MD, President, Rockefeller 

Foundation /" 
Walter McNcmey, President, Blue Cross Associatioa 
The interviews were conducted at the workjslace of the 
interviewee and lasted an average of two hours. Tape 
recordings of the interviews were transcribed for review 



by the interviewer, the interviewees, and the Rrojejct 
staff. ' 

; The final step in assessing the future group practice 
forms of health care delivery consisted of the combining 
of the results, the ^coning down," frorrT these separate 
approaches. The framework for organizing this material 
was (derived by combining the Nominal Group results, 

. focusing solely on the predictions (the responses to the 
first question) and weighting the response^ in each of tfie 

"^^oups by an index number (see Appendix G). This 
colTjbining and indexing process resulted in a^list of 18 

g, ranked search topics considered probable by group 
practice administrators and medical directors. These 
search topics were then used to reviev? the results of the 
two Delphi Studies f3^ further elaboration on detailed 
aspects related to each of the topics. Again, an index 
number was derived for each detail ...elaborated in a 
Delphi study. Finally, these same search topics were 
used fo guide content analyses of the interviews for the 
detailed in-depth expert view on each of the to^fiics. 

These index scores and the analysis of the Delphi 
studies and interviews using the 18 search topics 
produced a spectrum of opinion. These opinion^ were 
used to provide a basis for developing scenarios of the 
alternative futures of .health care delivery. These 
^ scenario^, summarised the collective thinking of Nominal • 
Croup participants, Delphi panelists, and interviewees. 
Also, since it is not reasonable to try to predict the single 

. future but rather the various alternatives that it can tak^'e, 
several scenarios were constructed from the data. 

Nomined Group Results 

The ACMGA set of group practice managers 
produced 46 predictions in response to the first question 
' (see Appendix C, Table C-1). The analyzed responses, 
with their index scores, are displayed in Table 7-1. The 
item with t he great est agreement on the highest 

^probability of oc currence w as the group's prediction that 

ther^ will be government-controlled health maintenance 
: fpr every citizen (index score of 0.96). Jhere was less 
. agreement on the next most probable'' item, but the 
group predicted a much greater emphasis on ambulatory 



care (0.64). The reniainder of the AGMGA group's 
predictions had an index score below 0,50, with the next 
three predictions being related to both organizational 
and financial aspects of health care delivery. They 
predicted an emphasis on l^ge health care centers that 
will support satellite offices (0.48)*and a diminution of^ 
solo practitioners who will team up with groups which 

. will, in turn, enlarge and merge (0.31). On the financial 
side, they predicted diminishing fee for service with 
increased prepay/govemment/insyrance health care 

. (0.40). 

The ACMGA group generated 44 responses to the 
question concerriing controlling or inventing the future 
(see Appendix Table 0-2). The responses to this 
questiof?^uggest less" unanimity with their first two 
responses receiving almost equal .ratings at 600. Thus, 
they ranked almost equally their desire for solutions to 
the many social problems which affect health care as well 
as a. free competitive system with well organized, 
competently, staffed health teams enjoying mutual 
respect, and genuine peer review of physicians, " 
administrator's, and fees without substantial government 
intervention. After this, their unanimity dropped off 
rather rapidly with their desire for a better . awareness on 
the part of physicians rating only 470 and their desire that 
government involvement in medical care should occur 
onfly by default, rating a 340. 

The ACMGA group was the only one that was also 
askeci to address a third^question: How do you see your 
role as a group practice administrator changing to cope 
with your future predictions? • Because they found it 
difficult to address this question in the one-day session ' 
that was available, the ACMGA participants asked that 
this^last question be handled by mail, somewhat as a 
Delphi process might be conducted. was done, but 
In the .interest of time the third question was abandoned 
in this study's other two Nominal Group meetings. 

The participants in the California administrators' 
■Nominal Group produced 68 responses ^ as their 
predictions related to the first question (see Appendix C, 
^jf" Table C-3). Their analyzed responses and index scores 
^;are tabulated in Table •7-2, Tlneir response with the 
•^^ -greatest probability and the most agreement was not 
nearly 'as strong as the first item from the ACMGA- 



TABLE 7-1, ' 
Index Numbers for Nominal Group #1— ACMGA- 



-February, 1975 



Question 1: What do you predict will happen in the health care field that will affect the fiiture role of group practice administrators? 



Rank 
Namber 



I 
2 
3 
4 
5 
6 



EKLC 



t^rer 



Description 



Index 



Government controOed health maintenance for ev€xy citizen. 0.% 

A much greater emphasis on ambuiatory care (vertical surgery as a part). 0.64 

Emphasis on large health care centers which will support satellite offices (urban, suburban, rural), V 0.48 

Diminishing fee for service, increased prepay/government/ insurance health care. 0.40 

Sdo, practitipner will become ej^tinct, will team up with groups wMich will enlarge and emerge, etc. 0.31 

Large health care centers broken' down into Units for acute, chronic, preventive care. 0.17 
AH groups will have to be accredited to participate in NHI, with both physicianis^d administrators meeting certain 

requirements. i - 0.13 

Consumer will have an increased role in the decisions. 0,12 

Baborate costjfccpuntmg will^ n.^.e?«ary^l .. . ■. Jt. - _ O'i ^ . 

58 



* ^ TABLE 7-2 ^ 

Index Numbers for Nominal Group #2— Caufornia Adj^wsttv^tors— August;.1975_ 



Question 1: What do pou predict vaW happen in the health care field that will affect .the futurejole of group practice adrriinistrators?* 

Rank r * • ^ • - - ' r . • * ' ■ V. 

Number Description v ■ ' ^ - « '\ / Index 

1 » Universal health insurance. ' ■ . V ' 0.60 

2 Much, much, much greater involvement (control) of unions with physicians and ecnployces.. ^ 0.58 
* 3 Tremendous growth in the numbers of groups and the numbers of doctors in groups (i.e^ average size of group 

^^^^^)' ' - . . t * \- V. 0.54 

4 Increased technical and educational, skills required of administrators to cope with the abo^/)a, ' ■ ' 0.53 f ' 

5 Organization will change, to have consumer participation in clinic policy. ^ < 0.53 

6 Government accountabSity with standard chart of accounting and goverhrncnt reporting. ■ \ . . ' 0.49 

7 Group practice quality standafd reviAv and accreditation. * , . 0.48 

8 Inacased use of managemerft enginfcring and techniques in the dinjc environment.. - 0.41 

9 Greater use of computer storage of hteahh information, probably ceni^ 0.40 
10 All clinics will be government ownedf operated or controlled. 0.39 



group.. While they were in agreement, that the most of these feer!ngs,-they unrein substantid agreement \^ 

probable occurrence was some form of national health the results from th.e ACMGA group. In a similar vein, ' 

insurance by' 1985, the response rated an index score of they wished for less ggvemment regulation. Finally, they 

only 0.60. Beyond this point, their responses ^nd wished'for theorgaruzationalframewo 

predictions showed generally greater agreement, with health care centers, « again one of the significant 

half of the responses having an index score greater than predictions of the .'ACMGA group. Thus, overall, the, 

0.50 and the lowest being pnly 0.39. Thus, the California Califorriia administrators agreed to a considerable 

' administrators foresaw significantly increased involve- extent with the AGMGA participants, 
ment with unions (0.58) and growth, in both the number . , .The combined results from these two group practice 

and si2e, of group practices (0:54). T^ey were in administfatdr Nominal Groups produced the prediction 
agreement that, for various reasons, administrators ' results seen in Table 7-3. ' * 

would be required to increase their , technical skills (0.53) The list of 14 items resulted>pm the combinir^f 

and that groups would be involved with substantial sirhilar items from the top ten rated responses frowe^^ 

consiim*er input (0.53). ' ^ ofthe gtOup^. Six iterrisofthe I5appearia^^ 

In response to the question concerning the invention from both administrator Nominal Groups.^tvOeen the 

of the future, the California administrators generated 51 two groups there. is; agreement that there vfl|be some 



responses (see Appendix C, Table C-4). These foirnof national health insurance by 1985 (inflilic^ 

responses represented a similar range in unanimity, with 1-56), and there will be government control of health care 

ratings ranging from as high: $fs}6^ down to 355. The (1,35). Tn addition, both sets of administrators agreed 

. California adnTinistratorsJ^ihdiQdf^^^ they wish to that there would be an increase in the number of group 

• ^ maintain freedom of chdj^e- in the fe%lth care delivery ' practices (0.85). and a significant increase' in consumer 

system ^nd eliminate, In both participation "in decision -making and health care (0.65). 



" TABLE'7-3 V' * \ > 
Combined Nominal Group Index Scores-^Two Administrator Groups Only 



Question 1:- What do you predict will happen in the health care field that will affc6r the future role of group practice administrators^ 

?T^^K ^ V * ' Index Index Sum 

Number . Descnption '> :. - ;#i . #2 

1 Sonrjc fonn of national health insurance. (I'+^l) " . ' ^ 

2 Government control of health care. (1+10) . 
V*- 3 Increase in number of groups. (5+3) , ^ . ' • ' ■ 

4 Increase consumer participation. (8+5) 

5 Increased «mphasis on ambulatory care. (2+0) ' ! ,. ' 

6 Accreditation of groups. (7+7) 

7 . Elaborate cost accdunting with standard chart of accounts in groups. (9*6) 

8 Greater involvement (control) bSf unioris of physicians and^pbyees. (02) 

9 Increase technical and educatbnal skiDs required of ^dmihistraton. (0+4) 

10 Emphasis on laxge health care centers with^tellites. (3+0) 

11 Increased us«'of management engineering and techniques in the dirnc 
environment (0+8) , ^ * 

12 Diminishing fee for service, increased pre^ay/govenirtient/insurancc health 
care. (4+0) \ . ' 

. 13 Greater use of computer storage of health !nfoTmatic^,Vrobably centrally 

conm^lled. (0*9) 

.14 Large health care centers broken doum' Jita units for. acute, chronic, and 
_^ . . ' preventive care. (6pK))_ r • . / 



0.96- 


0.60 • 


1-56 • 


0.96 ^ 


0.39 


1.35 ^ 


0.31 


^ 0.54 


0.85 


0.12 


0.53 


0.65 


0.64 




0.64 


0.13 


0.4S 


0.61 . 


0.11 


* -0.49 


0.60 




0.58 


0.58 ' V ■ 




* 0.53 


0.53 ^ a;' 


0.48 




0.48 V *v 




0.41 




0.40 








0.40 ! 


0.40 . 








0.17 * 


f ^ . 


0.17 



The medical directors' Nominal Group generated 66 
responses as their predictions in relation to the first, 
question (see Appendix C, TaWe C-S). Their analyzed 
responses and index scores are shown in Table 74. 
There was high.agreement among the medical directors 
' that the most probable event will be federal supervision 
of the evaluation ot medical care (index score of 0.91). 
Beyond that item, the medical directors agreed only to 
the extent that tv;o of their items were above D.50. Thus; 
they predicted that national health insurance will 
become a reality (0.73) and that most physician 
practitioners will join group practices (0.55). While all pf 
the other items fell bei6W^0.50, they ranged down to only 
0.41, indicating some degree of consensus among the 
panelists. 

When asked to invent their ideal future,- the medical 
directors ^generated 51 responses to the question (see 
Appendix C, Table 0-6). Their responses showed a 
range of unanimity similar to' that for both o'f the 
administrators' groups in dealing with this question, that 
is, with ratings from a high of 613 to a low of 297. Their., 
responses for inventing the ideal fiiture.were specifically 
focused on groups. They expressed the desire that 
physicians would .not only be in groups but that these 
groups would be multi-spedalty groups (ratings of 613), 
and groups would include a balanced, affordable teamot 
health care providers (560). They furtljer expressed a 
desire for the establishment -of regional health care 
systems with appropriate personnel distribution and 
comprehensive, viable medical communications sys- 
tems providing the modalities of literature review ^nd 
continuing education for the practicing health profes- 
sional. Finally, their fifth-ranked item expressed hope for 
total availability of health care to the total population. 

■Using the index numbers, the results and the 
predictions from all three Nominal Groups were then 
combined. When the top ten items from each of the three 
groups were combined, they revealed a convergence 
and a consensus to the extent that the overall list 



consisted of only 18' items as displayed in Table 7-5. 
HovOever, only three items out of this 18 represented a 
total consensus across all three Nominal Groups.^pThu^ 
both groups of administrators and the group of medical 
directors concurred that there wpuld be some form of 
national health insurance (combined index »score of 
2.29), that there would be increased numbers of physi- 
cians in groups (1.40), and that there would be increased 
consumer participation in decision making (1.11). Rve 
items out of these 18 were common to at least two 
groups. Both administrator groups agreed that there 
• would be government control of health caje (1.35), that 
there would be required accreditation of.groups (0.61), 
and that there would be elaborate cost accounting with 
standard charts of , accounts (0.60). Only the ACMGA 
group and the medical directors- agreed that fee for 
service would decrease and that prepayment would 
increase (0.84). Rnally, only the California administra- 
tors and the medical directors agreed that there would 
be significantly increased use of computers (0.82). The 
remaining 11 items \A;ere ranked in the top ten by only 
one group, and these ranged from a high of 0.91 to a low 
of 0.41. . . - . 

Th€ iJelphi Panels and Interviews 

The eighteen topics identified through the Nominal 
Group processes were, used as key phrases for the 
remainder of the study. Initially these key phrases were 
used to conduct a cpntent analysis of the two relevant 
Delphi studies; any ftem in either of the Delphi studies 
having an index number greater.^than 0.50 w^as used. 
Subsequently the same eighteen topics were used for a 
content analysis of the eight interviews. For this section, 
'the results of these two content analyses are combined 
into a narrative including the eighteen topics as grouped 
into five broad areas: the financing* of health care, the 
regulatioij of health care, the organization of health care. 



TABLE 7-4 .. , 

Index numbers for Nominal Group ^3 — Medical Dtrectors — December, 1975 



Quesi^s^l; What do you predict uliil happen in the health care field that will affect the future role of group practice administrators? 
Rink ■ . 

'Number ■■Description » Jndex 



1 V\ ^'^^edcraily supervised evaluation of medical care as to: quaii^y. cost effectiveness, efficiency, availability. 0.91 

-2. ■ ^' t^dtional Health; Insurance will become a reality in five y<?ars. probably through the insurance industry, subsidized 0.73 
^ ■ where necessary by fe<^; prepayment and HMO's will^^jspear. . , ■ 

, "V Most practitioners will attempt to join groups already esrawlishcd. primarily for economic rather than philosophic 0.S5 
"■■.VJ . ■ reasons. ' " ■ • 

.4" ■ ' Admin^trators 'jwU be required to take a more active political role in theit communities. ^ 0,47 

5 ) ■ ■ Increasing number of consumer boards (balaincc, lay/pcbfcssionais) with input to administration to influence quality 0.46 

, .. VS. cost ' ' • 

6 s - Rapid growth of clinics (increased numbers of MD's) is going co s^st up great. internal pressures: hence, great 0.46 
' " difficulty in managing. ' ' . 

. 7 ... Increase in prepayment over fee for service type remuneration. . : . 0.44 

3' : ; Groups will be forced to make major decisions regarding rcgionalization. ' QA2 

9 . Computers will have an increased role in: 1) acfpointmen^jji 2) billing, 3) reporting, 4) record keeping, 5) statistical 0.42 
' analysis. 6) clinical care.' ' ■ 

10 ♦ Iqcreased government intervention with ultimte public utility approach to health. . . - 0.41 



. ^ TABLE 7.5 
Combined Nominal Group Index Scores 



Question 1: • What do you predict will hapifen in the' health care field that will affect the future role of group 



Rank 
Number 

1- 

. 2 
3 

4 • 
5 
6 
7 



8 

10 

.11 

12 

13 
. 14 

.15 

16 

n 

18 



Description 



i chart of accounts in 



Some form of Nationaf^Salth Insurance (1+1+2) 
Increase in numbers of physicians in groups (5+3+3) 
Government control of health care (l+lOO) 
Increased consumer* participation (8+5+5) 
Fede^ly supervised evaluation of quality' of care (O+Ol) 
Diminishing fee for service, increased prepayment (4+0^7) 
Oreater use of'.coinputers for appointfnents, billing, report* 
tng, record keeping; statistical analysis, and clinical care 
(0+^) V . -\ ^ 

Increased emphasis op ambulalb^f c^e (2+0+0) 
Accreditation of groups (7+7+0) 
Elaborate cost dcc6unting with standa^ 
groups (9+6+0) 

Greater involvement (control) by unions of physicians and 
unions of employees '(0+2+0) . 
Increased technical and educatidnal skiUs required of 
managers (0+4+0) " . - 

Emphasis on large health care centers with satellites (3+O+0) 
Administrators will be required to take a more active political 
role in their community (0+O+4) • - 
Rapid growth in size of cliriics is going to set up great interna 
pressures (0H>+6) 

(jroups wiD be forced to make rhajor.'dccisions regarding 

regionalization (0+O+8) . ' -V 

Increased government interventioh with ultimate public 

utmiy approach to heaJth care (0+0+ 10) 

Increased use of management engineering techniques in 

clinic environment (O+8+0) • ' ' ' 



1 



0.96 
0.31 

o:96 

0.12. 
0.40 



0.64- 
0/13 

6.U 



048 



Index 




0.60 
0.54 
0.39 
0.53 



0.40 



0.^ 
0.49 
0.58 
0.53 



0.73 
0.55 

0.46 
0.9'l 
0.44 



042 



0.47 



0.46 



0.42 
*^.41 



Sum 



0.41 



2.29 
1.40 
1.35 
LU 
0.91 
lO.84 



0.82 / 

0.64 

0.61 



O60 

0.58'' 

0.53 
q,4)J 

0.47 

0.46 

0.42 

' 6.41 

0.41 
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consumer — involvement, and changes in internal 
manag ement areas. 

As a specific example of this prcxess, national health 
insurance, as the first ranked topic from the Nominal 
Groups, was used to abstract the results of both' of the 
Delphis and ^to abstract pertinent comments from all 
eight of the interviews. From the Nominal Group, the 
only conclusion that could be made was that there would 
be some form of national health insurance in the future. 
From the content analysis of the Delphis, the form of 
national health insurance was identified as being , first, 
catastrophic within the next five years and second, 
comprehensive within ten years. The further analysis of 
the comments from the interviews provided an even 
greater depth of analysis as to the possible forms and the 
role of deductibles 'in national health insurzmce. 
<bThe results of this process are presented here by 
topics as grouped into the five broad areas outlined 
above. The rationale for this approach is that while 
eighteen individual topics appear in the combined 
Nomina! Groups, these topics are not mutually exclusive 
and several of them are linked. For exarhple, the extent 
of government control (topic 3) and the public utility 
approach (topic 17) are directly linked and to some 
degree could be mutually exclusive. Another exampleof 
this linking is the fact that the increase in ambulatory 
care (topic 8) and the inGirease4n the grouping of medical 
practice (topic 2) are clearly interrelated. The grouping 
of the topics for this section; then, is as follows: . . 



1. The financing of health insurance 
Topics: 1— National health insure^jce , - 

6— Decreasing fee for s^ryj&e and increas- 
ing prepayment X . 

2. The regulation of healih care * * . ' 
Topics: 3 — Govertiment coiij^ol ^' - . 

5— Federal supervision of the evaluation 

of care ■ ■. | . 
9— The accreditation of groups . 

17 — Public utility? approach 

3. The orgariization of health -care . ^ 
Topics: 2— Increased grbuping of me^^ practice 

8 — Increased emphasis ofv^^rrilfulatory 
care '^'v T'lvV. . 

• 13-rIncrease in . large centers with' satel-.. 

16— Re^Onalization ■ 

4. - Consumer involvement ' 

Topics: 4 — Consumer participation, ■ • 

14 — Involvement in the community 

5. Changes in irUemal marwigement ; ; * V. ; -. . \ 
Topics: 7— Increaised use of computers • 

10 — Elaboratly cost accounting '. 

11 — Increase in union 'involvement ■ 

12— Increase in administrative skiUs ;, • ' 
fequitfed , , • \ ; 

15— Increasing interrial pressures 

18— Management engineering techniques^ 
needed, ^ , • 



63 

61 . 



The Financing of Health Care 

Starklveather'is Delphi panelists suggested that 
national healthy insurance would be on^?t^i^^scene within, 
ten v!§ars,\.but that it would Wolv6'^^!^^o stages 
(Starkweather et al., 1973)*. His panelistS;^^^ opined 
that national health insurance would Titst^w^^jlied to 
catastrophic illnesses" but that it wo^fdvtM^tely be 
applied in a comprehensive fashi^^s^sJ-S^ care 



coverage, Bergwall's pandi^ts felt^th^S^sj^sd 




trophic 
^ent to 
•|l975), 
^ the re 



would be federadized but concurred thafits.c 
coverage would precede the^-la^er 
comprehensive covierage (BergwaU;;^ F 
More' specifically, his panelists. ,susgesite<arr,^ 
would be three tiers of coverage,,vthe Srst*^ 
employrrient, a second relate<r;tcJ't^^ disabled 
as under Medicare, and the tl>ir(it^raff d to poor' the 
near poor, and all others, ^'Stal^wfe paneiists 
suggested that national headtl, fl^ranc^.^.woula be 
financed by a combinatioriy^f/'S^^ralj 
employer contribution&|: ^itd^ iridjvidUal ' pjayments, 
Bergwall's panelists werl 5t?j^rlig in their opinion that 
national health insurani?e 'WOdki result in Universal 
coverage of the population. f 

Absttacting the comm'^nt^om the various interviews 
as they related to national l^ealth insurance produced a 
similar gattem and generaF agreement with& the above 
predictions. In other*words, the, interviewees predicted 
that national, health insurance would be a part of the 
health care scene within ten years and that the insurance 
would be comprehensive. There was also a general 
consensus- that first Medicaid would be federalized, and 
that there would 'be catastrophic insurance before, 
comprehensive. In other words', both the Delphi panel- 
ists and the interviewees concurred that there would be 
an evolutionary development of^ national* health insur- 
ance, and that' it v^ould not take. an extremely radical 

form . . V . ■ , > . ■ 

On the dther^i^and, there was also considerable 
variation irr the o^^'o^ of the interviewees.. First, with 
regard to the timih^^§9me*expressed the opinion that 
national health i^suraffce would be enacted within one 
year while^ bthers were ^frguing that it'would take ten 
years. Glass€i;;'argued riiatthere would be compreherv 
sive national ^fealth insui^ce within four, years, while 
Altman and Halberstram botJ:i felt that there would be no 
national health insurance fof at least ten years. Freidson*^ 
argued that this delay in national health insurance would 
occur because of our current scarcity mentality, but the 
'generarbpinion of all of the interviewees was that some 
forrn pf comprehensive national health insurance would 
' be operating in about five years ti*ne. There was also 
• variance among, the inte'rviewees concerning the 
financing' Their opinions differed regarding the balance 
of the public and private approaehes and regarding the ^ 

role 6f deductibles and coinsurance. _ 

More specifically on the financirig, . the extremes of.*' 
opinions ranged from that of Glasser who foresees a 
totally federal national health insurance system financed 
in its entirety through taxation. He argued that people 
are- willing to be taxed for health ser vices. Repres entin g ^ 
"the opposil% extreme are the opinions of Kfiowles and 



McNemey, who see. linking the public plans, such as^. 
Medicare aryl Medicaid, to the private plans, with ftm-' 
ployers being allowed to keep or purdhase plans which 
mept governmental standards. Feldstein, however, ar-. 

• gued that how health care is financed is not the question. 

It is his opinion that, regardless of who finarices it, the . 
questton of importance .is the extent of the deductibles 
arid' coinsurance; that ii.'Kow much will there be in the ' 
v(/ay of out'Of-pock^t expends; .b^f the families. Of the two 

* possibiliries, (a) a G^pfie^ 

paid and only.triviat'Seciuctibresand coinsurance or (b) a ® 
smaller plan with larger deductibles hnd coinsurance, 
Feldstein favors the latter. He argued that this market 
approach- for what he calls major risk insurance woulH ^ 
lead to each fatnniily.paying a substantial share oHts health 
. bills, except for those -in the catastrophic or excessive 
dfeteg ory, [ [ 

TRere. was general agreement that a national health 
insurance' plan would be administered utilizing. existing 
structures,; both public (the Social Security Adminis- , 
tration) and' private, Glasser emphatically made'^the 
point that it would definitely (because of the unfortunate 
experiences with the Medicaid program) not be admini- 
. stered by 5tate or localgovefnmenfs but;inste2^d, by the 
federal government. 

The demand problem was not directly tqiiched upon 
in most of the interviews, but Freidspn expressed the 
opinion that removing the payment barriers should not 
result in the assumed tremendous inct'SSse in utilization. 
On the other ha^nd, he contended the removal of the 
payment barriers would only result in another kind of" 
change, namely that of the time to get into the system. 

The Starkweather panelists addressed the issue of fee 
for service and prepayment. Their opinions were of equal 
strength and on opposite^^sicies of-the issue. The panelists • 
concluded that there would be both continuation of fee 
for servicifejand increased capitation payments, both by 
the government and by private insurers. While there 
were" no specific staternents ^th regard to the specific ? 
mechanism^ from the BeV,gwaIhMnelists, they did talk 
about the growth of htealth mairi^nance organizations- 
^ from an organizational staj^idpointjand as an approach to - 
increasing' preventive care, Tney^did not, however, 
provide any overall statements on the balance of fee for 
service versus prepayment, , 

There was a general agreement among the inter- 
viewees that fee for service wiik continue to be a 
substantial part of the financing of t^edical care in the . ' 
United States, There was also agreement that the 
growth of prepayment will be slow , because of the \ 
complexity of the health maintenance legislation. In the 
words of John Knowles, "They kind of blew it" with the 

''healt h m aintenance organization (HMO) legislation, 7 ' 

. > There was a variance of opiriions among the inter- . 
. l^yiewees concerning the likelihood and desirability of the 
j^i'Suryival oif the fee for' service payrhent mechanism. 
Knowles, Feldstein, Glasser, and Altman all argued that 
we will always have some fee for service, but with an 
increasing amount of prepayment. Etzioni argued that 
from studies he has done , pep^e do seem to favor the fee 
for service mode. He stated, "Citizens ' were more 
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adamant about .fee for service than either community 
leaders' or hospital administrators." Freidson* com- 
mented that fee for service provides "immediate respon- , 
iveness to individuals" and that physicians are "accus-' 

' tomed to a fee barrier as a way of coping with patient 
demands." It was McNemey's opinion that fee for ser- 
vice and prepayrnent will co-exist. becaus^;:*multiple 
(gjuralistic) payment mechanism^ are part of the 
American pattern and perhaps the'best way to go. 

Several argued to the contrary that fee for service 
wbuld not survive. Freidsqn agreed an^ stated that it is 

, "terribly expensive to administer ar)d control." Halber- 
stram felt that fee for s€*rvice payment would be minimal,-^ 
if it exists^at all in the future, and Glasser felt that it would 

_dis^ppe^r altogether over t he long ti erm. : ^' 

Overall, the int/Brviewees fel^that fee for service versus 
prep^ayment was mofe than a financial issue., Fee for 
service, ais they see it, is embedded in the relationships 
and expectations .between physicians and patients; it js 
"the American idiom" ciddording to Glasser and Freid- 
son. Hence, in the opinion of s^eral of the interview- 
ees, altering our predominaht forms of payment in health 

*' care has siginjficanf sociological implications ultimately, 
relating to dem&nd. In other wCrds, if the payment mech- 
artistn is to be switched from fee for service, new barriers - 
to be constructed to control demand, and these 
new barriers could be both bOre^iucratic ahd mechanical 

' according to' Freidson. 

Prepayment was viewed by the interviewees as related 
predominantly to the health maintenance organization 
concept and there was near unanimity that the enabling 
legislation for HMO's had crippled the movement, both 
as a- financial approach as well as a comprehensive 
care/preventive approach. Feldstein contended that the 
HMO movement has lost its momentum, and that there 
are really no financial incentives for an individual to join 
an HMO versus a good group insurance plan. Glasser's 
opinion was that theHMO legislation represents "a jerry- 
built law" riddled with inefficiencies and provided witii 
miniscule amoun^ts of money for development., Altman*s 
contention was. that we cannot change thfe American 
system overnight, pardculariy to anottjg^^pproach 
based upon a model derived from a few sniairstlecessful 
health maintenance organization operations. 

More generally, the opinion of the interviewedsVas 
t^t prepayment alone is not the ansv^er to Americans' 
health care financing problems. Halberstram ^and 
Freidson both felt that prepayment has little effect on the 
quality and cost of health care. McNemey contended 
that, "What is so valuable about the health maintenance 
organization is it stands there as a constant and eloquent 
reminder of some of the limita^tions of the fee-for-^rvice- 
type route." In a sense, the interviewees were zu'guing 
that regardless of what form national health insurance 
takes (that is, government control- versus shared and 
total government financing versus shared financing) and 
regardless of whether fee for service survives and pre- 
payrnent increases, the key issue is what happe^ns to 

. demand. There was no clear consensus among the , 
interviewees that only one approach holds the promise ' 
of controlling demand or of even making it more rational. 



The Regulation of Health Gare 

The Starttweather panelists did not directly, address 
the issue of government control of group practices, 
because they were asked to SRgak to the issue of the. 
future of hospitals. However, in so far as these parj 
predicted increasing linkages of groups to hospitaMCO^*^ 
predictions about- regulation of hospitals 'cou^p,'*; -I^'". 
implication, apply to ;groups. On the. one'hand?*^thji^ . 
predicted that there would be an official agency invq^^veci' 
in performance review of both the financial and qualft^r*"^ 
2urea$. They predicted increased commission-type ffegy^;. 
lation;of services, facilities, and rate changes. On tttq|i 
other hand, the same panelists predicted, with simifer^ 
stren^h of opinions., that there would sinjply be public 
disclosure pf hospital inconie, exfjens^s, afnd plans, with 
voluntary responsiveness in terms of control of services, 
facilities, and finance changes. By contrast to the opiniori 
that an official agency would be involved, they felt that . 
the hospital would be the agency of quality review^ 

The Bergwall panelists were, more genferic in their . 
opinions and had a clear sense of a trend in their 
predictions. They,expected increasing federal assump- 
tion- of regulatory activity over the entire health, care 
delivery system, leading to the development of a more 
"activist and intervejitionist stance," In particular, these 
panelists saw that the,, regulation of the health care 
clejiyery system, as a consequence of national healthy 
insurance implement atibn, will focus *on inadequacies, . 
accessibility, and quality. Particularly in the quality area, 
they saw regulation being extended through the Profes- 
sional Standards Review Organization (PSRO)-typ€ ar: 
rangement and ultimately into the ambulatory care 
arena. These same panelists simultaneously expressed a 
more pessimistic view, although it was certainly jDfJess ^ 
strength. They.jsredicted that by 1985 the ifailure oif 
regulation to achieve the desired quality results mayHead • 
to "consideration . of government o^rated, as well as 
funded," health care delivery systmi^v 

Perhaps rather, than a national HSalth service in the 
sense of a totally govemment-controPed system, a pufelic 
utility approach nriight be taken, and this approadf was 
predicted in both the Starkweather and Bergwall panels; 
this opinion was of moderate strength ifi'bi^th. aoih the ... 
Bergwall and Starkweather panelists saw increasing 
resource allocation in the healtH field through a "quasi- 
public utility model." Th6 Bergwall panelists further 
predicted , "reliance on state-based bit federally-rnan- 
dated public .utility type regulation?^ • 

The results from the interviews with V^gard to govern- 
ment control were, similar to those from the Delphis, • 
ijfaiely that there would be increasing regulatory activi- - 
nea ^especially \n the cost and^uoality areas, but no 
joational health service approach. The interviewees saw 
'increa§ing regulation, as closely tied to the form national 
health insurance takes. Mo re specifically, the majority of 
the interviewees saw. an inexorable steady progression 
and expansion of regulation. Knowles contended that 
.there would .1^^ expansior?_of central authority 
withr^ngperioidsinbBtw^n. Glasser.sawasteadyin- 
creaise in this century^ "goverritpental responsibility 
in the affairs of dtiieife and organizations." He a^ ^ 
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strongly That "You'^gotto go to the lev^l that operates 
at the broadest for*solv/ing health problems/* The impli- 
cation for him was that control must be vested in the fed- '■, 
eral government, and he supported this argument by cit- 
ing the failures and the m*istrust of state and locaigovefn- 
ments. Freidsoii saw the incr.ease in regulation as inex- 
orable. Specifically, he argued that increased govern- 
ment inyblyement in -firiancing, jeads, rffturaily fo in- 
creased fiscal accountability and d^ep^ning federal in-.' 
volvement in healtii,'care. Altman saw many of the 3a - ' 
things— more mdhey and more regulation bein^ a part of ■ 

; the future— but limited by American cultural values. I 
Fejdstein, on the other hand, argued that the degree of 
regulation and government^gontrol relates specifically to .. 
the form of national health insurance. If America adopts 
a form of comprehensive national health insurance with 
trivial deductibles and coinsurance, then the **ijrivolve- 

*ment-qf government will have to be enormous 
■ By contrast Feldstein argued for decentralizing the 
decisions about medical care^operations, and hospital!- • • 
zation by high deductibles, tn other words, he feels that 
putting the decision making on the individual and his or 
her physician', instead of on. the government, would lead ■ 
to us not needing "as much government control because 
it would be more self-regulating.*' McNemey espous€;d a 
■similar view, tiamely, that we are learning the limitations 
of regulation — that regulation is captured by the rjggu- 
lated, and that it develop<P cumbersome administrative 
processes. Hence, in McNemey's view, the genius is **al- 
lowing regulation to establish the broad perimeters with- * 
in'^hich the system can play." In other words, he sees 
regulation as the ability to "annunci?i.te yoxir goals, estab- 
lish your standards,,and leave flexibility in the system." 
, Halberstram contended that medical groups "may be 
one of the best defenders of good rnedical practice." In a 
sense he sees them, if of a sufficient size, as having the ' 
ability to mediate and maintain the tension' between-in- 
surers arid regulators on the one hand and medical prac- 

, titioners on the other f 

" : } - ■ 

The Organization of Health Care 

Both the Delphi panels predicted an incr^ed empha- 
sis on ambulatory care. The Starkweather Delphi focus- 
. ed on hospitals, so, there were no direct comments re- 
lated to th^ details of ambulatory care or groups. The_ 
Bergwall panelists, hbwever, saw an increased reliance 
on outpatient treatrhent and the delivery of an increas- 
ing variety of services: in doctors' offices rather than in 
hospitals, in clinics rather than in doctors* offices, and 
home therapy rather than in clinics. They saw this shift in 
rhedical practice being accompanied by an increased em- 
phasis on ambulatory care in rhedical education talking 
place in arnbulatory settings. , ; , _ ■ 

The interviewees were in geii^fal agreeiYient that there 
will be an increased emphasis on ambulatory care prin- 
cipally because_ of economic resb^ints anil'govemment 
controls. There were, however, significantly differing 
views" on how this care would be achieved.' On the one ' 
hand, it^was argued by three of the interviewees that the ' 
intreiiSirig emphasis on ambulatory, care would be a • 
prime way -of cutting down health care costs, but that it 



would be'accQmptished thrbughcontrols. Etizioni, Freid- 
son, and Halli*Wam all arguecl that the increasing cos^ts 
of hospital becd^'^nd the '^extra^^ag'ance of hospital costs'* 
would necesswate the controls and the drive- toward 
.ambulatory care. On the other hand, Feldstein' argued 
for cutting thef^ major risfc insurance; tViat 

ist increasing jthel^r^poisisign to b^ paid for out of the 
pocket. This increase^ih out-of-pocket expense's could 
"r,est?uctlire the demands towards more prirnary care." 
In his opinion |he greater n^i^sharing by the "public would 
give a real thru^t^o the devel6pme*?tc of ambulatory C2\.re 
' andf'would nbt require controLtt5 implerrti^nt «such a" 
^moc/ement. .' * -X < ' ' V 

Both of the Delphi groups also^^^dressed the in- 
Creased grouping of medical practice.lQie Starkweather 
" panelists predicted .increases in the nunmper of groups up 
to the point of includirigv by 1985v 50% dlall practicing 
physicians. The Bergwall panelists-saw an; increase in 
groups for reasons of increased efficiency and econo- 
mies of scale. However,. they were more extreme in their 
prediction and saw groups as predomiriarit by^l985, with 
25,000 groups involvinjg more than 160,000 doctors. This 
fsrediction translates into an incfeasie in the number of 
small groups with three to six physician^, per group. 

The interviewees were in general agreement, with each 
other and with the Delphi panelists that there may be 
some' increase in the grouping of medical practice, but 
there was great diversity 'of opinions among the inter- 
viewees as to the extent and purpose of the increase in 
the number of'grbups. Gla^e?largued that '*Unequivp- 
cally, yes, 'there will be an iricfea^se in the number of , 
groups for economic and tax reasons." In his opinion,/ 
ultimately g^up practice will be the predominant form of 
medical practice for two reasons. Iri'the first place, the 
problem, unresolved by solo pr^i.ctice df.dealing with 
large under^erved populations, wilt demaftnd. groups. In 
the second place, the movement to\ji/ard prepayment will 
also foster the growth of groups. A somewhat different 
opinion was expressed by' Altman who felt that **most 
physicians, many more younger than older, like the con- 
cept of working in groups," He saw the reasons as relat- 
ing to the physicians' desire io have more control over 
their time, to achieve a better way of life, and perhaps to 
achieve, a healthier way of life. He predict^ more physi- 
cians in groups, but as to whether the grottp^ would be of. 
the size of three or four physicians or^thirty or forty 
physicians he could not say. 

Halberstram saw fewer solo practitioners ^and more 
groups of thi'ee or four with niMy siiftc specialty groups 
'in the future. As he saw it, * groups vltithout walls'* is a 
valid concept fostered by the foundations for medical 
care and the health maintenance organizatipn move- 
ments. "A ' • " he said, "depends on geographic^ and - 
sociolpgic 3«rtings.'' McNemey predicted, "I don't think 
group practiqe is a take over ]dea . . . it.suits some pa- 
tients, it suits some doctors. More, yes. Take over, no." 
As. he saw it, the various uryts ih the health field will be 
more related and linked with physicians in groups hum- 
be ring'two to three. 

Some very strong contrary forces that might not en- 
courage the growth of groups were cited by Knowlesand 



/ 



by Freidson* Knowles argued that the increasing erhdha- 
sis on primary, ambulator/ care delivered by the gene)ral 
physician may imply the "reconstitution of the individual ' 
doctor's office." Freidson went a little deeper and argued 
that, "given the tndividualist tendencies of physician?," 
he would feei a lack of certainty about predicting the. 
growth of groups. He sees physicians as individualists in 
"ways that make it difficult for them to work in groups." 
In his opinion a large minority of physicians may be 
attracted to groups because of the. beni?fits of qipre 
confroiled hours, case of practice :start-up,*'and^ase' of 
later tapering off. Irf hi^ estimation and from his studies, ' 

• he contended that "bot-h mortality rat^ and the costs'' 
have been high apd that "gr^up practice is unstable. ^.He,[. 
perhaps '^xpresseS-the strongest view by sayirjg tjjat'the 
majority of groups will be between three to fiv^^physr- 
cians, jyhich to his mind, did not constitute .a^m^^ ' 
group. Hence, in his opinion, there is no trehcf-^bwards 
groups and spedgcally no trend toward groups "that are 
large enoagjT^tjfxarve out their own way of doing things - 
iri the bureaucracy." 

^The Delphi panelists also saw the increasing' raove^- 
merit toward ambulatory care as a part of the shift to" 
ward an increasing degree of organization in the health 
care field. The BergwaH panelists specifically predicted a 
more organized system of .medical care evolving with 
movements toward regionalization. piejhrust for this, 

. realignment would' be due to'the desires for increased , 
efficiency and the Ajchievement of economies of spale in 
the health field. As to the forms bf organi^tion, the^ 
feergwall parielists savv facilities aS; being increasingly 
coventrated "arbund hospitals. The Starkweather pan- 

. elists. predicted ^bre specific organizational tie^t be- 
tween groups, hospitals, ambulatory care, and special- 
ized facilities^ as a result more probably of the hospital 
consolidations, or perhaps of health care corporations." 

. Specifically, the Starkweather panelists predicted "affil- 
iation of more larger-size groiip practices with specific 
hospitals." As to the general form of organization of the 
health care field,, the Bergwall panelists predicted a very 
large ambulatory care sector with, "a smaller secondary 
care sector organized around voluhtairy hospitals, and 
regionally organized.^rtiary care facilities." • 

The interviewees were generally more cautious in their 
opinions concerning the extent to which the health care 
field 'will become more organized. In geiferal^ they felt 
that there would be'a little nriore relation among units of 
the health care delivery system with some increase in the 
hosgij^ basing of groups andnjtber'.units. However, fhey 
wei-e jiot nearty as enthusiasn63|nd bold in, their predic- 
tions; as were the Delphi paneljg|B. Knowles predicted 
"the^ grouping of physicians aiff^surgeons adjacent. to, 
their technologies will accelerate'' but not to the extent of 

. Organized salary groups of physician^ within hospitals, 
.Other;3 contended that tHere n?|^ be- les^ linkage in 
organizations, for the forces clon'^vor physician and 
hospital linkages. Altman argued thjt hdspital, based 
groups imply a larger size for groups, but that physicians 
prefer the smaller groups. Freidson said that the. terid; 
ency towards decreasing the use of hospitalization in the' 
health care field with an increased emphasis on ambula- 



tory care would'go against the. need for linkage. "I don't 
. know what advantage there would be for them to diev' 
velop hospit^I-_bas_ed gi^oups/^he stated. , 

.. . 
Consumer Involvement 

The Starkwether Delphi panelists made no sj^ecific' 
comment on consumer participatigfi, but the Bergwall 
panelists did address* this is^ue. All of their opinions on 
•the strong side were .predictive otincreaised numbers of ' 
patients ^on boards and advisory committees and in- 
creased feifimbers of consumers on' public and' quasi- 
public bcMies.' They wjare emphatic; however, that while 
these bodies would be dealing with health care they 
would continue "to be effectively-controlled by ^irovid- 
. ers;" There vvas.a weaker opin'ion (at the level/of 0.50) 
'which reflected the -ambivalence of the panel;- Specifr- ■ 
cally , the panelists at the same time argued that^consum- 
ers will have'ajteminant role in "primary care operations 
and a major role in policy setting" for health^^TTie panel;, 
V ists also saw patients and consunriers becoming "exten- 
sive participants -in wellness promotion." . * ■ ' 
. The interviewees displayed no real consensus on the 
extent of 'consumer participation. There was ^a wide 
range of opinions similar- to those expressed by the. 
Delphi pajie lists. One group of interviiewees saw the cdn- ^ 
sumeir/patient role liniited by the nature of health as a 
political issue. Both Freidson and McNemey made the ' 
point that there will be increased consumer . participa- 
tion,, but the" driving force and mptivatio'n for such roles 
will not be as strong assome may assume, Heafth as they " 
s^ee it is not a politically important issue. AL^Ftei.dsbn sees 
- it, sick people don't become 'a po|i|icaI for^.'becaiIse- 
"they are isolated kom all otherjpcople, and illness is a 
personal experience:" ' /^^^ 

By contrast it was argued by^other panelists that the 
role of consumers will increase greatly. In Altnian's opin- • 
ion, individual consumerism as an awarene^ and a shop- 
ping .aro^und for health care will result in reduced costs • 
and better medical (decisions. He also sees the Gbllective .\ 
action of consumers as^providirig ajSignifieaait impetus to v 
change; Both of thes^e iactions, in his opinion, will. lead to ^' 
an ^^ei^^ the long 'Am " McNemey 

thirws**the consumer sKoiald havea^more f(iifce^Ul rpl^in 
thef- running of the health ^sftabiishment,'*^ with prb\^^ ■ 
in the minority on decisionrl^king boaWs? Glassei> too, ' 
argued for greatly^mcreasedion^urner inv;olvcTnent._ J 
. - Other interviewees, howelfer, saw. the health care in- 
stitutions not just as pa^iVe irii^;^heiir role 'in : relation to 
consumer involvement but as-:\Atorkirig'proactively to 
establish meaningful li'nl^ag« with |onsumer^ and Com- 
munities. Iri other words, they saw th^ aidministritors as ^ 
not just/reacting but as reaching out to establish these /• : 
relationships. 'In McNemey 's view, the administrators in . 
group practice have "constant attachment to^the:cbm- 
muhity" and should be preoccupied with-'the grqup's 
. public to avoid developing antagonistic relationships! 
Glasser predicted a need for and the development of "a 
specialist in working with community groups." He sees., 
health administration training ^ equipping adrriiriistrji* ' 
torfi to deal with consumer individuals — laj^' people in ^ 
management; and he sees^ these administrafive spe^A- • 
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lists as ..having a key role in "developing relations in the 
community and helping representatives in fhe commun- 
ity to participate," 

Knpwies expressed a quite different perspective which 
may also be part of the same movement. He sees th^ 
consumer/patient role as inci^asing in the sense of in- ' 
eluding increased responsibility for one s own health. In 
his view, "1 think one of the big problems is going to be 
whether ir^dividuals can continue tp feel that they have a 
personal role and are pei^nally vvorthy of guiding their J 

• own futur.e^cind thinking H| themselves withput looking 

• to state and federal legislation." He believes the^n^xf 
major, changes in health will involve more individual re/' • 
sponsibility for health with more, "rational behavior by 
individuals as it -relates to' their own health.*' He sug- 
gested that Bfeslow's six rules for healthy living would be • 
the most isignifiqant change in consumer participation 
and responsibility: regular exercise, nutritious eating, 
maintaining proper body weight, alcohol not at all or in 
moderation, no Smoking, arid ^cegular and adequate 

K sleep. 

" Changes in Internal Management with Specific 
Reference ta Groups ^ 
The Delphi panelists had few opinion^ relating to. the 

' specific changes in internal management of health care . 
institutions. The Starkweather panelists hfSd , no ^com- 
ment on the Increased use of cbmputers, buj: the Berg- 
vOall panelists saw an increase in management infbrma- 

"^qn syste;^s for dayrtp-d^y operations in health care • 
insHttitiens, both: for decision making and for inventory 
control. The Starkweather panelists had np comments J 
with regard to union activities, but again the Bergwall 
panelists dici address these activities. Thfiy saw increas-, 
ieB worker 'unrest with union activity and strikes in the 
health care- field including both professionals and tech- 
nical pefsonnel: While this opinion was strongly ex- 
pressed, they had. a rtiuch weaker opinion representing 
their mixed thoughts about whether physicians w^ould 
unionize andv^x^ould engage in collective bargaining, 
• Several of the interviewees had no specific comments 
iwith regard l<5 a number of inteimal manafgement areas ^ 
and, specincaily," sever^ of 'them had nothing . to say 
, about union activity. V{?here unions activity was addres- 
sed, the *eeling vyas ^jljit there would be a definite in- 

* crease in union a(kivi% but thi$^ disagreement related:" to 
how ext«isi<>e 'if wo)utd: b ^rr*terms of the personnel 
/ i involved, Bqme inf^rviewees^f^^^^^ 

• ^j^onprofessi9ha]s,*qtl{Ce^^ professionals, including some 
:j,'^hj(srcians?fiG view: "4s the^oups 
"^^'^cMe^aer,"^^ indreasing unionization of 
, ^;ihe no^pr(5r^[^pn^^ felt there is already union- 
' * iaadOA amoiH^'fjhy?iij^^ unionizgition will continue, and 
^'c-tt:wiinno}i?cJe other professionals and technical person- 
Vv^^''.--^?^^^?' was cautious in pointing out that_ 
; ; *^they'c6 not ^1 going to end up'being unionized; therl wilt 

• still be individualism." / . * • 

Th^Tiany chagiges in financing, regulation^ orgafijza-?;.. 
•tidhy and consumer as weU as employee inVolvemeht^will 
reqWc new and improyedskills pf administral?grs. T^^ 
skills were not addressed by ieither of the Delphi groups 



cited here, ciltlviugh the Bergwall s^dy used the results^ 
of this first .parrfel on changes in the health care delivery 
system as a- basis, for a' second panel's activities in 
.addressing the required skills and cdmpetencies^The 
results from the second panel are not reported here: 

The interviewees expressed ti^? general consensus of 
. a need, because of the increasing complexity, for an 
altered range of skSs for hefalth cEwre administrators^ with 
a ,couple of ir)\erviewees* mentioning a trend tiUard 
increased numbers*of physician administrator^n health 
care delivery. . ' ' ' 

Etzioni makejs a key disclairrier, for it is his opinion tjjat . '- ■ 
"the future is not predictable." Given tnis prefmise he 
then argues that the important thing in the training for 
health care administrators if 'that^hey be trained f<5r an 
Unknowable future, This has a number of implications in 
his opinion. First, "the less specialized the preparation, 
the better off you ,ate." Second, "the more wide :h<. 
preparation, th^.. better off you-are." Others did not 
express this concern" but rather seemed, to retlect the 
general sense that ba3ic managerial skillsyparrcularly 
the interpersonal ones and a good sense of the external 
vworld, will be required. In terms of the Katz ar.d Kahn 
framewor|<, arbund which the current roles parr 'of this 
study was"based, interviewees ^4ressed.the need for 
knowlecl^e'andskilljs related to theprpductionythe n un 
tenance, the boundary/pcocuijemejit^vthe^daptive, and . 
'the managerial subsystems. 

With regard to the maintenance subsystem Halber^ - • 
stram sees administrators as requiring a knowledge of 
personnel work. Knowles sees administrators as needing 
a greater knowledge of the history of unionization, the • 
.activities of the National Libor Relations Board and. r 
specific skills in negotiation. Freidson sees the admin- 
istrators, particularly in a group practice; as needingto 
be effective! mediators between physicians. He^se"es this 
mediation as requiring ^cellent interpersonal skills and 
emphasizes this need most strongly. He is worth quoting J 
extensively' at this point, for his thoughts represent a 
dramatic (;hange in his own view: "1 think, and Tte sort of 
recently been converted to it— I used tathink that reaily^^^i j^^ 
the structure was the basic thing;^' felt that 
adequate. But, the more I thought about it, and the mor^- ' 
I worked oyer my materizJ, the more f felt that people' ' 
. develop their own ways of getting around the^e things, 
and they may-'not^^j. the ways that aire best either for 

them or for patients ojfior public policy:" 

In the boundary/procurement subsystem, Glasser' 
expressed a great^needt, for skills on th|e part of the * 
administratgr in dealing with the interface betwwn the 
group ori the one handand^the patients, the community-, ■ 
And th^ government on the other,. He felt that the admin- 
istrator should have a great ^enSihvity to consumers ancL^ ' 
the ability to educate the physicians to*this view^ In thi^^- 
same area, Altman sees the need for a greater, under- . . 
• standing on the part of adrninistrators of the socid-" V 

Economics of medicine. In addition, Knowles cited the 
0 need for a knowledge of . the le^gal system,. economics, 
and federal and. local laws. * \ , ' - ' 

With regard to.several of thes'e subsystems, Glasser' • 
has perhaps reflected best a comn^on theme touched on 



by several of the interviewees: "the need for great skill in 
•dealing with people/' These people include physicians, 
^rnployees (as, individuals 'and in unions), patients, 
consumers, communities, <ind the government. 

With regard to the adaptive system, Glasser cited the 
„need to recognize new and innovative developments and. 
the need to be able to sell them to th^ physicians. He also 



emphasized ^he need for the administrator to have skill in 
recognizing the true fit between th6 group and its 
society. In the managerial subsystem, Altmaji sees^the 
need for administrators to, b^ able to nun a goojd office; 
Knowles sees the need for greater computer usage, and 
Halberstram sees the need for more knowledge of 
accounting and tax laws. I 
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CHAPTER 3^ 



FUTURE ROLES 



Descriptions of current adniinistration Irl majiciT 
groups from the generic to specific roles w^e d^^elopcd 
in Chapters 4 through 6* Chapter 7 covered some olf th^ 
aspects of the future of health care that have imt)lications 
for group practice administratidp.'This chapter will focus 
upon ppssible future roles of group practice administra- 
tors. The-future roles data werje dssjeloroi^d by using the 
descrin^ons of current*'aclrniriistration and roles as a < 
baselin^ and by assessing the impact of the stated future 
of healt|i care ppon the current roles description. The 
results pf this/process, contained in this chapter, are ^ . 
descriptions of changes to current administration and to 
roles deduced from the descriptions of alternative health 
care futures. 

Threej different methodologicaJ approacheTs were 
taken in^the examination of future roles: (a) a pre-post 
design using the survey questionnaire as the measuring 
instrument and descriptions of the future of health care 
as the intervening condition; (b) a logical anadysis con- 
ducted by the project staff; and (c) sife vis|j|interviews 
with selected administrators. Each of the three ap- 
proaches'are explained in more detail in the- following 
sections. 

% ■ ' • 
Pre-Post'ipcsign » * 

The combining and "coning down" of the data derived 
from the Nominal Groups, the Delphi studies, and the 
interviews resultec^ in a concensus view of the-possible 
futures of the health care delivery system. This informa- 
tion was employed to construct three sumniary sce- 
narios of alternative health care delivery system futftres 
that were empfoyed as onfe means to assess the future *s 
potential impact upon the role of the professional admin- 
istrator (see Appendix C'2). The short, summary sce- 
narios were used as intervening conditions in a pre-post 
design to empirically determine the shifts or changes that 
could occur in the professional administrator s role'as a 
result of the future predicted conditions. 
, A select sample of 15 professional administrators cho- 
sen on the bjisis of modal characteristics from the res- 
pondents of the study's survey^questionnaire were asked^ 
to "retake" the questionnaire after reading one of the 
scenarios. The professional administators were request- 
ed to fill out the questionnaire as if they were func- 

^ tioning under the conditions specified by the scenario in 
the year 1985. Any differences between the prescenaria 
responses and the postscenario responses would sug- 

^ gcst possible changes in the roles that might be asso- 
ciated with the conditions of the future scenario. 

Staff Analysis \ 

The project staff from MGMA/CRAHCAand the Uni- 
versity of Colorado Medical Center participated in a 



"review and discussiop. to develop a staff analysis of the 
implications for administrative roles. Initially these prpj- 
ect staff members reviewed the current role data in 

. terms of the Katz and Kahn (1966) and the Fine (1955, 

'^971) frameworks. Then the future predictions, which 
wergrjerived from the Nominal Groups, the Delphi pan- 
els, md the interviews, were reviewed. Specifically, the 

.staff studied the predictions as grouped into the five 
areas of4inancing, 'regulations, organization, consumer 
participation, and internal management. The staff looked 
at both the consensus areas from the major predictions 
and at the alternatives as expressed in the scenarios. 
After the review of the current role-and the future predic- 
tions data the staff engaged in an analysis of this material 
for its future role implications. 1 ■ 

Site Visit Interviews. 

One area 'of consensus about the future involves, the 
.increa^ in the amount of health care delivered under 
prepayment plans (not necessarily equivalent to health 
maintenance organizatidns). A relatively small number • 
of medical groups aire currerftly involved in prepayment 
programs, some more than others.^f the future predic- 
tions conc^rtTiing the increase in th^ arnount of prepay- 
ment hold trup, then it is possible that mOv^ administra- 

• tors of purely fee for service groups would become in- 
volved in prepayment. To assess the potential impact of 
these circumst^ces upon administrative roles, admnlisi: 
trators of groups currently involved in prepayment plans"* 
were interviewed. The assumption underlying these in- 
tervi^tvs" was that the jobs of the few administrators 

\C]urrently involved in prepayment might be predictive of;» 
thegobs of rr^iriv more administrators within ten years.. 

The site visa interviews wprc loosely constructed, but 
with a planned structure. The project staff conducting 
the interviews were involved in a^ne-day intensive train- 
ing of ''inter view techniqugs.'' Also, the sta ff devel oped a 
structural fr'amework^or defining interview topics anid 
for developing interview questions for each group prac- 
tice involved. Prior to each interview, the staff spent a 
minimum of three hours in prefSaration for the ?ite visit. 
This process ensured that similafinfomjation watteeing 
sought from each group practice being interviewed. 
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Future Roles Based Upon Reactions 
to Scenarios 

Preparation of th^^ Scenarios ] 
Frqpi the information on tha futurel 'derived from the 
jl Nominal Groups, the Delphi studies, and the interviews, 
^four areas were identified on jjjfhich there was a con- 
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vergence or a near unanimity of opinion. These four 
areas of convergence were'^: 

1. There wiil be some form of federally sponsored 
. narional health insuranceiffrogramaithin ten years' 

time, • . 

2. A significant portion of the heaUh care sector will 
corftinue to operate on a fee for service basis, ^1- 

. 'though the amount of prepayment will increase,**" 
3; Alon^ with the movement toward national health 
insurance, collective action by health consumers 
will itftrease with consumers involved in some 
decision -making with regard to health care, 
4. More physicians will become associated with medi- 
cal group practices. 
While there was concensus on these four general* 
areas, there was a considerable divergence of opinion 
concerning the actual form and structure^ of various 
future interactions in the health care delivery systems,* 
The divergent opinions appeared primarily in the inter- 
views and suggested several alternative forms for the 
future related to the extent of government control, con- 
sumer, participation, and unionization in the health field, ' 
as well as to the actual form of grouping for medical 
practice. The opinions expressed with regard to govern- . 
ment control ranged from the feeling that there would be 
a total nationa^health seryice along the lines of the British 
model to there being nothing more than federal super- 
vision of the evaluahon of quality of care. In between 
these two extremes was. the notion that there would be 
more extensive government control through planning as 
related to manpower, quality, and facilities. There were 
also three alternatives that seemed to characterize the 
possibilities for consumer participation. At the least'in- 
volved level, consumers would be expected to become 
more participative as members of advisory boards. 
Others thought that consumer involvement would take 
the . form of control through planning board decision 
makin'j, and some argued that consumers would be part 
of mandated boards for local decision making in health. 



Expectations regarding the e.xtent of union involvement 
ranged from a feeling that there would be no unions (thqy 
would be excluded under a federalized health system) to 
the notion that unions would involve only noa-profes- 
sional employees. At the extreme was the concept that 
unions would involve not only nonprofessional employ- 
ees but all professionals, including physicians. The in- 
crease in grouping could conceivably rerlaet any of sev- 
eral positions, Tnere could be 'simply more independent 
group practice clinics located at or near hospitals. Or, 
through incentives and regulations, there could be a 
greatly increased number of group practices that be- 
came hospital based and directly affiliated. Again, at a 
mOre extreme position, group practices not only could 
increase but could become pai^t of regionally organized 
health care delivery systems. 

The four concensus areas were inserted into each of 
the three scenarios. The three alternatives listed for the 
four future interactions just discussed were used to flesh 
out each of, the scenarios, A review of the information 

-presented in the Nominal Groups, the.Pelphi panels, and 
particularly the interviews suggested that the alterna- 
tives under each of the four a:reas tended to group them- 
selves. In other words, there was a pattern of thinking 
such that if some argued for a total national health ser- 
vice system, "they also argued for e:^i^ensive consumer 
participation and regionally organized group practices. 
These patterns were then used to group the alternative 
predictions with the concensus predictions to produce 

*the three differeylt scenarios. The cornposition of each 
scenario is reflected in Table 8-1, 

Reactions to the Scenarios 

In terms of the./uture, part of the Standard List of 
Administrative Tasks may be outmoded, Tnat is, while 
most,\if not all, of the standard tasks may yet be of critical 
importance in 1985, other tasks or new tasks could 
assume impqrtance because of the demands made by 
the future system. This condition imposes a limitation on 



TABLE 8- 1 



GoMPOsmofi OF Summary Scenarios ' 



Scenario A 


T* ~ 

\ \ Scenario B 


Scenario C 


U 2. 3,< ^ 




1, 2, 3. 4 


National Health 
Insurance— Govern- 
ment only 
Planning Boards 


NAtion^l Health 
(niuranVe— Govern- 
ment artd Private 
Advisoni Boards 

\ 

Nonproi^sional only 
More i^ro^ping 


National Health Sysfcm 
Mandated Local Boards 


Physicians and 
Nonprofessional ^ 
Majority of Physicians > . 
in Groups 

; 


None 

All physicians, regionally 
organized 



Concensus Predictions 
Alternative Predictions:, 
1, Government Control 



2, Consurruer Participation 

3. Unjons 

^ 4. Groupmg 
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the use of the standard list as a structure for describing 
the professional administrator's future role/especially 
because this role is defined as a series of discrete tasks. 
To avoid this .limitation, the future role will be described 
in terms of the scenarios* effects on overall Katz and 
Kahn subsystem ^ores. The subsystem scores reflect 
the relative Importance of types of activities that will play 
a part in the professional administrator's future role. 
Differences between the selected professional adminis- 
trators* Katz an^ Kahn subsystem scores for the current 
role and their reactions to the scenarios provide the basis 
for inferring shifts in the relative emphasis of types of 
activities due to possible alternative health cafe futures. 

The impact of the future scenarioei^on group practice 
administration is initially demonsfrated by the number of 
task's that will be performed in 1985^ The number of tasks 
performed by each of the three scenario groups in the 
prescenario and postscenario conditions are presented 
in Table 8-2. 

The total -number of tasks performed by the Scenario 
A group decreased an average of seven, tasks by 1985. 

lost of this 'decrease is due to the i'eduction in per- 
rormance of managerial-type tasks. As the managerial 
subsystem functions primarily to control, coordinate, 
arfdvOptimize the internal structure of the group, the de- 
creasfe 'jn the number of tasks performed could indicate 
that the future, as described by Scenario A, is less com- 
plex than the present situation. Thus, some of the bur- 
den of operating a group will be easedMf these future 
conditions 'do occur. 

The total number of tasks performed by Scenarios B 
and C reflept an opposite trend in comparison to Sce- 
nario A. Both groups had sharp increases in the total 
■ number of tasks that would be performed if the predicted 
conditions come about. Scenario B had a 10% increase in 
;he number of tasks performed, and Scenario C in- 



creased by a total of 13%. For both of these groups, the 
greatest increases were in the maintenance, boundary/ 
production supportive — pr/xurement, and maoagerial 

• subsystems. Sa'^-"^^;*-- 

The substantive changes predicted in these^tj^.j^i^^^ 
narios could pose a threat to the internal at$^|^:is<^ft 
groups. JTierefore, greater attention would of ^^<ilfi^^'^^ 
be given to structuring the human.and material, "equip- ' 
ment'' of groups so that the changes in the health care 
fidd Would impact groups less severely. This concern is 
reflected in the increased number of maintenance tasks : 
performed by these two scenario groups. The more- 

• dramatic the predicted change, the greater the number 
?^of' maintenance-type of tasks performed. In order to 

rneet the dernands placed upon the group by changes in 
the health care field and yet maintain an efficient and 
orderly environment in which t'o week, more formalized 
tasks would be performed relating to mediating between 
the group's task demands and its human members* 
needs. ^ . , 

The predicted changes in both Scenarios A and B also 
' concern the recruitment of physiciains and patients. Ob- 
taining the production workers for groups should not be 
a difficult task, as both scenarios predict that more phy- 
; siciins will look towards groups for employment either 
for economic reasons or because of government man- 
■ date. On the other hand, securing patients should pose a 
more difficult task. With fjredicted increases ih the 
amount of prepayment in groups and with the greater 
vocalization of orgeinized healthy consumer groups, there 
should be more emphasis placed upon "consumer-or- 
iented'' tasks. The patient as an organized consumer will 
be more selective or demanding in his choice of a health 
care facility. Therefore, groups will need to rely more on 
meeting the consumers needs if they hope to procure 
this basic "raw material." This situation suggests that 



TABLE 8-2 

COMPARJSPN OF PRESCENARIO Wm^ PoSTSCENARIO AvERAGE Nui^ER OF^ASKS 

FOR Each of the Three Scenarios &y Katz and Kahn Subsystem 
(Column 1 of Standard Lst) 



Subsystem 



1. Maintenance 

2. Boundary/Production 
Supportive —Procurement 

3. Boundary/Production 
Supportive-- Disposal 

4. Boundary/InstitutionaJ 
Supportive 

5. Adaptive 

6. Managerial 

Total 
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Presccnario 



A. 

37.6 
^ 11.8 

/s.s 

/ 

/ 2.4 

i 

9.2 
57.2 



124.0 119. 




Postscenario 



36:o 

12.8 
4.8 

2.4 

/■ ' . 
I 8.4 

52.6 
117.2 



39.0 
14.2 

6.0 

, 3.0 



40.0 
15.8- 



2.8 



. 9.6 ^ 9.0 
60.8 . 64.3 

. 132.6 137.0 



Difference 



A. 
-1.6. 



B 

4.2 
. 3.0 

0.2 

0.6 



1.6 

-4.6 ' 



-6.8 ^.S 



6.0 ^ „ 
4.0 

-0.5 
i 

0.8 

5-5 

16.2 
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groups will spend more time and perform more tasks 
related to obtaining their patient populations. It is, in fact, 
confirmed for ail three scenario groups by the increase 
in the numisQr of tasks periormed in the boundary/pro- 
duction 5upp6rtive — procurement subsystem. The 
greatest increases are for Scenario B and Scenario C. 
These differences indicate that this subsystem will have 
greater emphasis placed upon it in the future if the con-' 
ditions within the scenarios do occur. 

•How future changes in the health care system may 
affect the reallocation of responsibilities for thef tasks 
performed in group practice are presented in Table 8-3 
for each of th€ three scenarios. 

Tne first most apparent change in the distribution of 
chief responsibilities is the dramatic decrease in each 
subsystem of the responsibility^ of "others" and the in- 



creased responsibility of the medical director, In the re- 
sponses to each scenario, the percentage of tasks for 
which others are responsible drops sharply, Also, in 
Scenarios B and C the percentage of tasks for which the 
medical director is responsible increases for^jl^ch. sub- 
system. For these two scenarios, :his situation indicates" 
a significant change in the groups' operations, since none 
of the groups in the prescenario condition had'medical 
directors. This general increase in the responses relating 
to medical directors indicates that more groups in the 
future may find it necessary to add this type of adminis-' 
, trator to their staff if the health care system changes in 
the manner predicted. 

In general, the chief responsibilities of the professional 
administrator increase only slightly for each.of the three 
scenarios. The greatest changes occur for the profes- 



TABLE 8-3 

Comparison of Prescenario Wm Postscenario Chie? RESPONSiBturt' FOi^ Each of the Three Scenarios • 
Expressed as a Pehchntage of Subsystem Tasks in Each Katz and Kahn Subsystem (Column 2 of Standard List) 



S{ib'?u'?rpm (^htpf Rp'?nnn'?ihtlit\j 








Postscenario 


_ Difference 




A 


B 


C 


A 


B 


c ■ 


A 


, B 


c 


I. Maintenancz ■ ' 




















No One 


0 


0 


0 


b 


0 


0 


0 


0 


0 


Professional Administrator 


3 56 


55 


43 


59 


59 


37 


3 


4 


-6 


Medical Director ^ ^ 


'0 


0 


0 


8 


7 


15 


8 


7 


15 


Governing Sody fjw 


'25 


25 


28 


24 


30 


28 


-1 


5 


0 


Other- • 


18 


20- 


29 


9 




21 


-9 - 


-16 


-3 
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Supportive — Procurement \ 




















No One ) 


0 


0 ^ 




0 


0 


0 


0 


0 


0 


Professional Administrator 


58 


'63 


55 


51 


75 


' 47 


.7 


12 


-3 


Medical Director 


3 


0 


0 


5 


5 


13 


2 


5 


13 


Governing Body 


29 


20 


23 


32 


11 


21 


3 


. -9 


-2 


Other 


11 


17 


23 


12 


9 


21 


1 


-8 


-2 
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S u ppo rtiv<» — Disposal 




















No One 


• d 


3 . 


.10 


0 


0-. 


0 


0 


-3 


-lb 


Professional Administrator 


73 


' 73 


51 


.67 


77 


71 


- 6 


4 


20 


Medical Director 


10 


0 


0 


0 


. 7 


5 


-10 . 


7 


5 / 


Governing Body 


0 


0 


0 


20 


10 


5 


20 


10 


5 


Other 


17 


24 


39 - 


13 


7 




-4 


-17 


-20 
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No One 


0 


0 


13 


„ 0 


0 


0 


-0 


0 


-13 


Professional Administrator 


57 


60 


29 


.^^■50 


73 


33 . 


-7 


13 


4 


Medical Director 


6 


0 


. 0 


0 


6 


8 


-6 . , 


6 


• 8 


Governing Body' 


16 


13 


50 


. 37 


20 


50 . 


21 


7 




Other , / 


. „ 20 


27 


8 


13 


a. 


8 


v7 


-27 _ 
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, - No One 


0 


0 


0 


0 


0 


0 


0 




' 0 


- ' » Professional Administrator 


51 


63 


56 


61 


61 ' 


56 . 


10 


i 


•'•0 


Medical Director 


' 12 


0 


00 


0 


. 4 ' 




- 1» 


'4 


8 


Governing Body 


24 


28 


'29; 


37 


32 


20^ 


/ 


4 


-9 


Other ^ , 


13 


' 9 , 


* 10 


2 


- 2 


16 ' 


r-U, 


-7 
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No One 


. • 0 


0 


1 .' 




0 


1 


0 


0 


' /V ' Professional Administrator 


39 


49 , 


50/ 


49 


47 o 


34 




2 • 


4 


Medical Director 


3 


' 0 


0 


2 


k 3' 


6 




3 


6 


Governing Body \ 


42 


43 


51 ' 


• 46 




51 


4 


5 


0 


Other 


16 


8 


B 


4 


2 


';9 
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-6' 
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• , No One 


.0 


0 


1 


0 


0 


4 I 


. 0 ' 


• 0' 




' professional Administrator 


48 


54 • 


38 


54. 


57 


39 


6 


3 


l 


Medical Director 


■ 4 


0 


0 


4 


5 ' 


10 


0 


5 


10 


Governing Body 


32 


32 


38 


36 


' 35 


37 


■ 4 


3 


-t 


• Other 


16 


13 


23 


7 


3 


15 


-r9 


-10. 
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^.siortal administrator's role in the boundary subsystem, 
particularly for the B and C Scenario^. With the various 
degrees of change predicted for the health care system 
by each of the scenarios, there will be substantially more 
forces impinging on the boundaries of groups than there 
is Currently. These forces will come in the form of more 
governmental regulations, consumer ' groups, national 

- ihealth insurance, and unions of either employees or 
physicians or both. With these forces pressing at. the 
boundaries of groups, the professional administrator will 
take on more task responsibilities in relation to the ex- 
changes that must occur between the group and its ex- 
ternal environment. 

The prescenario-postscenario differences in chief re- 
sponsibility imply that task responsibility will be much 

, better defined in the future. This redefinition of tasks is 
indicated by the decline in the number of tasks for which 
others are chiefly responsible and by the increase in the 

; number of tasks for which the medical directorisrespon- 

, sible. This situation suggests that administrative tasks 

I will become more the function of individuals who are 
• ; strictly administrators and fewer administrative tasks will 
be performed by that loosely defined group of others. It is 
also important to note that the overall ]&^\ of respon- 
sibility for both the professional administrator and the 
governing body change only slightly for the future see- 

"^Jnarios. If these administrators are currently functioning^ 
at their optimal levels, it would be difficult to expect them' 
to take on even more responsibilities in the future. 
^ Furthermore, the B and C Scenario groups indicated 
that a greater number of tasks would be performed in the 
future. For this reason and the "concurrent decrease in 
tasks for which others are responsible, it is apparent why 
' professional administrators indicated that the role of the 
medical director in group practice administration would 
increase. 



The professional administ?*ator's overall personal iny 
volvement in the subsystem tasks changed only slightly 
in reaction to the three scenarios. This result occurred 
even though each of the scenarios forcasted significant 
changes in the health care system that could affect group 
practices and thu^, to some extent, could affect, the 
professional administrator's role. There appears to be a> 
ceiling effect on the absplute level of the professional 
administrator's personal involvement in his group's 
tasks. No matter what changes occur in the healthcare . 
system, the professional administrator can only be in- j 
volved to a certain degree in each of the subsystems, ind\ 
his inv6lvement in each subsystem for the future appears .» 
to be almost the same as it is currently. The involve- . 
ment scores for each of theHhree scenario groups are 
presented in Appendix C, Table C7. 

In addition to the professional administrators' respon- 
ses to the standard list, the impact of the future scenarios 
was aJso reflected in their responses to the organiza- 
tional and biographical questions. Table 8-4 presents 
selected organizational variables compared by prescc- 
nario responses for the three groups. ' , • 

Each of the three groups of professional administra- 
tors indicated that they would be spending less time as 
administrators in the future regardless of the pre'dicted 
changes. In fact, the Scenario C group indiqated that 
they would be involved in less work than the ti^aditional 
40 hours per week. A second interesting change for th^ 
three groups related to the size of their groups.-^ch 
scenario group reported that the size of their j^up§ 
would significantly increase in terms of the total ntir " ' ' 
of physician members. This increases in size for\ 
scenario group indicates how much growth the pr^ 
sional administrators foresee occurring in their groi 
based on the predicted changes for 1985. 



TABLE 8-4 

Selecth) Organizational Variables Compared Prescenario WnfH Postscekario 




Selected Variables 



Scenario 



Prescenario 



I. Average number of hours in a typical week spent as 
group practice administrator: 



2. Norma] staffing level in terms of full time equivalents 
a. Total physician inembers: 



b. Total physician employees: 



3. Growth of group: 



4. Percentage of gross operating revenue 
fjpm prepayment: 



Scenario A 
Scenario B 
Scenario C 



Scenarji^-;^ 
Scenario B 
Scenario C 

Scenario A 
' '>Sc^nilrio B 
''Stehario;(3r* 



44.7 

467' 

50.5. 



10.7 

17.7, 

15.5 



Scenario B-^*^^ 
^enapo.C Jjj: 




Scci 

Sciinano 



1.7 
22 
1.2 

3.0 
3.0 
2.0 



u> ■ 
3.7 
20.2 
23.7 
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Another organii^ional variable presented in Table 8-4 
concerns the amount of the groups' revenue that will be 
generated by some type of prepayment. Each soenario 
predicted that 'the extent of prepayment in group prac- 
tice would increase but not to the extent of exceeding the 
predominant payment mode of fee for service. The im- 
pact of this prediction on the professional administra- 
tors, none of ^whose groups currently have prepayment, 
is indiccited in the fairly sizablp increases of prepayment 
in their groups. Tne B and C Scenario groups reported 

• that 20% and 24%, respectively, of their groups' revenues 
would be generated by this payment mechanism. The 
Scenario A group indicated only an increas^ of 4%. 

^ iigain, these percentages indicate only what a sample of 
professional '^administrators feel will be the average 
amount of prepayment in their groups based on condi- 
dons predicted for the. future. 

"^Future Roles by Staff Analysis 




. This future roles analysis also involved the use of 
Fine'^ functional job description model-as a basis upon 
which to, structure the analysis and predictions.- Using 
the Fine frameworj< allowed the staff' to describe quali- 
tative role changes suggested by the future of health care 
predictions. 

One final method of organization was employed. The 
analysis was accomplished within each of the five broad 
areas developed in the future of health care study: (a) 
financing of health care; (b) regulation of health care; (c) 
organization of health care; (d) consumer involvement; 
and (e) internal management. 



Financing of Health Care 

In this study's analysis of the future of health care. It ^..^ 
was predicted that there would be some form 9? na'tibnal i.I^ 
health insurance, and that the extent o( prepayment^ 
would increase. Although there was agreement among • '^^^^ 
the predictions that there .would be some form of ni^ 



tidnal health msurance, there was no consensus on' 



Tne dfbject staffs logical analysis consisted oig^r^- t 
paring the current'role data to the future of health care 
predictions and merging the results into an assessment ^ 
of future adminisj^ative roles. Tnis assessment Was^. 
focused on the future roles of group practice adminis- 
trators. A problem encountered in this analysis was 
that, because of the corhpleKity of. the task, the pr^dic-' 
tipns concerning the ,future of hj^sftfliici^ were con- , 
sidered one at a time. In .other jjJWrdsj^^^ 
methodologies Ibote atrone-.prediction, r^vitb fts assump- 
tions, in isolationjrpm all others! The reality of the future, ■ ' 
however, Is thatseveraJ things.will occiir^imultlUiieousI^ > 
and not as single 'units. The staff analysis, thep^'fdre, i^ ,^ 
reported, f\rst, as related to^ the indivic^ual^'predictions 
aqd, second * as" related f 6 an aggregation of th(9i;mUtiple-„' 
and 'conflicting impjteatibhs. ' V . , ' '^ ^ • 

Ano^er problerri encouritered in this* Sin^Vsis was tl^t - 
'predi^ng can not and should not fotus (ipo^^^ sing/e. 
predfction^of the future. Instead, descnptions^rid analy-'V 
s^sK^Wtemative futures allow -for planning .arid adjqst- 
r.to take, place as'the actual- futuri2^«evoly.ef.. As an 
Ji^ie ofrthis problem, the summary scenarios,,i^efI^P'^^ 
j^jffo^ril options /concerning' the, way 'fii national 

W:^1fanalysjl3^^ m'ad^ to predIc't;f^^f^'•; < \ 

fc^ey&ir the thr^iyttodels might evolve; and,'there:.. -X; 
■ fore, the' staff Analysis consisted of relating role im;pl}-\ ^ 
^^.j^Cjitions individually to the th ree different scenaric^ . \ :X-^ 
Given this overview, ah? the two problems, the'-stciff 
then proceeded tp assess the impact of the future of 
/health care predicdpns upon the current role descrip- 
^..:)ition.'The Katz.and Kahn model was again used to sy^V^*; . 
tematize the analysis. Therefore; rather, than focus i^pttri/ 



mechanisms by which it would be implemented. Th' 
different possible mechanisms were , therefoce, refle 
in the three different ^ scenarios. There was also agr^* 
ment that, in the United States, fee for service would 
continue, to be a major payrfient ■iTiejhanism in health^ 
care, but that the prepayment mo'deof financin^u^ioljlcl ^^^ 
increase. The degree of prepayment increa^se was not 
specified in any^^f .the predictions, although there was a ■ 
consensus " cn^ prepayrtient w^uld not becorne / 
. j^min^U. ,. . C: ' ■ 1' .J 

jf (or. wnenhifja'tional health insuraoice is imp!emente(|)f^^.j-'^ 
,the staf^^anal^^p conci^ that thefre will be ^ ^^^^Y^^^'M 
- in the tiurri*bers of tasks performed ac in the involv- 
of'.. administrators in the tasks related to adap 
J supportive subsystems. This conclusion is bas 
:assumption that universal national health- in; 



ce 

would assur^ financina^for health 'care, and thi^'[^5ur- . 
ariqe of'finartdrig woSra'lead to some complajcehify bn'^ 
the part of health c^re proyiders. It is also assumed that, 
with national health ^urance irj,YplvinQ the gove^mment 
and a.^ew large thircPpaj^y pa^^s, the sup^i^vc sub-^ 
system -functions should take place lai^j^f^tween 
. national associations and these larger unif!j^|p^ situ^- 
' jtion would leave the individual gjoup practice with little 
' direct ac)ti</ity in the supportiv^^^ubsVstem area,. 
The'iyailf'^'"'- - — ' ^-^-^i-i i^^-^ui. 



individual tasks in the standard list that rriigh't or rriighV 



not be appcopriate within 10 years, the analysis utilize^y^ 
the functional Subsystem descriptions as bases for pre-' 
dieting future roles. Within the context of the Kat^ and 
Kahn framework^ ^lihen, the staff predicted 
decrea^s in the perfprmance of. kinds of ta^ 
. creases or decreases in the involvement gjf 
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'♦(irs in those task area^ 




■i 



ases or- 
ana 'in* 
linistra- 



ility of universal i^atidnal heatlth inS|iip|^ 
:shouljd jii^^se the demand for health care s^m:es 
.delivered byjgroup practices ai^d, thus/ijlieve theinpro- 
curement pjioblems with regard to patients. However,, 
f^r physiciap recruitment into'groups„ thifi^.^icture is not 
diiat'. Qn iltk one hand, national health Iwirance, with 
it!i Se'f^bnde ^orlncreased paper work related to billings 
and cO:5t -cbntrol, should encourage physicians to join 
groupiS wfjere these functions can be taken care of for 
: thefn/Qn the other.hand, this drive for physicians to join 
groups ^.priflicts with the basic physician individualism 
rti^ntionipii by Freidsdn in his interview. It is thus uncleaif 
^^ii*|Bether national' health insurance would cause physi- 
' CiSKis tcifwish to join groups or not. The disposial siib^: 
sy^tpni tasks should decrease in numbers under a.na-' 
yi^t^al health insurance program, because such-a pro- 
" gram Assures the financing. This financing assurarice 
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should ease the problems^elated to billing and inccfme 
geneitition fro m the patient popula tion. 

A/jnivefsal national* health insurance program prob- 
ably shoyld increase the number of tasks and involve- 
ment of administrators in those tasks for thfe mainte- 
naiice* subsystem. This increased number, of tasks • 
should result from both the increased demand in terms 
of patient numbers and the increase in terms of govern- 
ment expectations, particularly related to costs and pro- 
ductivity. The ^number of, and t^e administrator's in- 
volvement in, managerial tasks could be expected to de- 
, crease under national health insurance. In other vydrds, 
national health insurance with its financing should lead to 
some routiniization and some complacency in internal 
management.- * 

In terms of Fine's functional approach, nation^ health 
insurance should lead administrators fo be more in- 
volved in analyzing and coordinating data because the 
insurance programs will result in close regdation of all ^ 
cpsts and reimbursements. These conditions imply that • 
group practice admirtistratorfe will need to learn the skills 
that hospital administrators are now using, because their 
analysis and coordination of the internal data will be 
required in order to justify their desired-, rates of reim- 
bursement. National health insurance will*ajso influence 
how administrators' deal with people specifically the phy- 
sicians, in their groups. The closer regulation associated 
with national health insurance will require group practice 
administrators, as is now tnie with hospital ai;iministra- 
tors, to'do a great deal more cajoling and coercing of the 
physicians. These activities will be a, necessity in order to 
encourage physicians to comply with the regulatory re- 
quirements that will enable a clinic to be reimbursed 
without delay.; . 

The movement toward more prepayment should have 
little effect on the adaptive subsystem in group prac- 
tices because prepayment does not change the free en- 
terprise mode of operation. On the other hand, prepay- 
ment should increase the nunrt6^ of,apdithe administra** 
tor's Involvement in, the tasks rfflated tp.the supportive 
subsystem.' The increasing prepayment should require 
that the group practice and its administrative personneh: 
be; involved in image building as well a6 contract negotteT- 
tion fpr the medical services. These activities, and par- 
ticularly the negotiations, would bring the administrators 
into contact with large institutions such as unions or 
other groups of patients- and consumers seeking their 
services. 

Procurement and disposal functions, with the move- 
ment toward prepayment, should decrease in numbers 
,of tasks performed and in administrative involvement;, 
under prepayment, the business pf obtaining patients 
and generating incftne becomes more, of an annual in- 
stead of a daily fillhqtion. Both of these activities are 
linked to the annual negotiation of contracts with prepay- 
ment of agreed upon jrajes for services to indivfduals and 
families. The niaint^Spjhce and managerial subsystem 
should experience no change in the number of tasks or 
involvement because prepayment does riot alter the 
basicform of free enterprise which characterizes group 
practices. 



The /ticrease in the degree of prepayment will have 
sirfufi^nt influences upon data-type tasks /While group 
pii^fjnce administrators are currently largely involved in 
compiling and analyzing tasks, the movement toward 
prepayment will force them t o do more coordinating and 
synthesizing of data, pel^cularly arrelated to opst. The 
prospective setting -.as^^a ted with pr^paymteht, the 
contracts for service^;-a,n*d^managing to operate within 
those limits for a yedpJblU^^^ a risk. 

This risk implies a n^&Spid^^ of data to under- 

stand and be .abl^tj8^^0^^urticate consequences of 
various rates to the|jfes^fj:^s. The synthesizing oi the 
data will be required for the establishment of capitation 
rates; the manager should be able to understancj 'these 
processes in order to properly supervise and relate to the 

financial personne l in his g roup. . _ 

\ .Under prepayment, people-oriented tasks will also be- 
come-more complicated for the administrator, While 
current administrators are largely involved in supervising 
and negotiating tasks, they will be more involved in in- 
structing their employees and physicians fnd in negotia- 
ting with consumer groups and unions. The risk taking 
associated with prepayment contrasts sharply to the cur- 
rent retrospective cost rieimbursement system, and this 
sharp difference implies the need for substantially im- 
proved supervision of employees in the sense of running 
a "tighter ship." Physicians will have to be instructed by 
the administrators in capitation, risk taking, and rate 
setting in order to. properly control costs under such a 
close-ended system. Most importantly, the administra- 
tor will become involved in substantial negotiation with 
the various groups in the health plan to determine bene- 
fits, services, and capitation rates. 

■ . 

Regulation of Hea^th Care 

There was also^3eneral agreement in the health, care, 
future analysis that there would be increasing regulation 
in the health care field, and that regardless of the source 
of the regulation, it would rriake life rc\ote complicatfed. In 
terms -pf role implications,, the increasing regulation 
translates into the conclusion that there will be an in- 
creasing number of tasks and administrative involve- 
ment in both the adaptive and supportive subsystems. 
For the procurement subsystem, the number of tasks 
and involvement should increase in relation to patient 
procurement. The experience ofjaospitals should serve 
notice on groups that regulation^will gen.er^te Standards 
for patient mix, and particularly for the percjZntSge of 
indigent j>atients that a groujp must serve. For the physi- 
cians, the regulatory mechahiisms present a sofnewhat, 
unclear picture. While the regulations will undoubtedly 
affect the geographic and specialty distributions of physi- 
cians^'the influence of this kincj of regulation on group 
practices will be specifically related to their own specialty 
mix and geographic location. If they happen to be in an 
area that has^ surfeit of physicians and the wrong mi^c of 
specialties, groups rhay encounter difficulties in recruit- 
ing physicians to fit their desires. 

The tasks related to the disposal Subsystem should 
increase because of the constraining effept of regulation. 
Again, the mere fact of regulation means, with regard to 



income generation, that morejrestrictions must be met 
than are now met By groups. The regulatory demands 
can be expected to increase the tasks and involvement 
related to the maintenance^ subsystem. On the other 
hand, the nature ot the regulation itself vA/ill determine the 
specific influence on the managerial subsystem. If the in- 
creasing regulation comes in the fo.rm of more regula- 
tions but coordinated by one or two central sources, 
there should not be an increase of tasks in the managerial 
subsystem. On the' other hand, if the regulations come^ 
from many different sources and are not coordinated, 
they should substantially increase the managerial sub- 
system tasks, an experience hospitals are now/ currently 
having. 

Increasing regulation in the health care field also 'has 
major implications for the-,performance of data tasks'. 
With increasing r^^lations the future administrator can 
be. expected to be involved in more data compiling, as 
w^ll as analysis and coordination, than his current role 
reflects. Undoubtedly the increasing regulations will., 
specify certain forms of data that must be maintained, 
such as is true with the Medicare step-down accounting 
method. Under increased regulation administrators will 
also spend more time instructing and negotiating with 
physicians and persuading and supervising of 
employees. 

Organizarion of Health Care 

The increasing emphasis on ambulatory care pre- 
dicted by th^ Nominal Groups, the Delphi panels, and 
the interviewees should express its initial effects on the 
boundary-spanning subsystems. Tne number' of tasks , 
related to the adaptive subsystem is likely, to increase 
because the ambulatory care emphasis shouldjncrease 
demand, which will' require awareness and responsive- 
ness on the pan of group practice administrators. The 
supportive subsystem tasks should also increase in num- 
ber because there will be more interaction and coopera* 
tion afnong hospitals, groups, and their satellites. The 
procuremerif tasks should increase in number, but the 
direct involvement of the administrator in them should 
decrease. Here, the shifting emphasis toward ambula- 
tory care should produce a greater availabiliTy of patients 
and, thus, simplification of the problems with regard to 
'the, principal purpose of this subsystem pf tasks. The 
" sarhe should hold true for the disposal subsystem; name- 
ly, an increase in number of tasks with a decrease in 
involvement, since more patients implies a greater avail- 
ability of resources. Again," this availability should pro- 
vide for further simplification of the- work; since a group 
will be beyo nd the point of wo^rry ing solel y about surviva l. 
Once this shift in emphasis towarcj^ambulatory ciare 
has affected the bo'undary subsystems, it will alsoTeflect^ 
itself in the internally focussed -subsystems. Ip other 
words, the above mentioned changes will, iYi turn, affect 
the maintenance and managerial subsystems. For bqj:h 
of these subsystems there should be an increase in num- . 
ber of tasks and a decrease in -administrative involve- 
ment resulting from the increased volume of activity for 
ambulatory care generally, and for group practice 
specifically. ' 
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The increasing emphasis on ambulatory care predict- 
ed by several of the sources has implications for both 
data- and pec^ple -oriented tasks. This increased empha- 
sis on heal'th care delivHsred via group practice should 
lead not to.performahce of different tasks, but to an 
'in'creased frequency of performance of some ta*sks. . 
•Thus, in relatibn to this prediction, the administrator of 
th^ futyre could be expected to be involved more fre- 
— -qugntly .in compiling and analyzing data as well as in. 
supervising and negotiating withv^people. 

Consumer Participation ' . ^ ^ 

The increase in any kind of consumer- participation^rv 
can be expected to have an impact on the total adminis- 
trative system in group practices. In. particular, iricreas- 
ing consumer participation should affect the prpfessional ^ 
administrator, the medical director, and the^oveming' 
body by .ch^fVging the distribution of tasks. Fierf^rm^d^- 
among th<^ three administrative units. FOr this'^uture pre-^ 
diction, a phi&ftomenon similar to that expressed in the 
previous section^ results from theanalysis. That is, first, 
there will be changes in the boundary subsystems that go 
" one direction, and these will be followed by changes in" 
the intemally-focused subsystems that go a different' 
direction. In the boundary-spanning subsystem, the 
number of iasks and\he administrator's involvement in 
them will increase. By cdntr^st, for the maintenance and 
managerial subsystems, the tasks will increase but^there 
will be no change in involvement; This pattern reflects 
the fact that the increased tasks 'will relate to the intro- 
duction of a new party, the consumers, into the activities 
of the group with the involvement obviously^being great-" 
est at, the boundary. ^ 

The increasing movement toward any kind of con- 
sumer participation will result in more compilation of 
data by administrators, but will probably cause little 
change in theamount of data analysis reqyired. This shift* 
in task activity relates to the need for presenting more 
data, about operations at a fairly simple level for the. 
consumers participating in decision making. Viewing the . 
consumers as the referent group for the people-oriented 
tasks, there will be a shift in the administrator's role from 
persuading to diverting. Currently the consumer has 
little role in the delivery' of health care, and adminis- 
trators have been able to .easily persuade a fairly neutral 
group on their ideas about group practice. For the fu- 
ture, increasing. consumer involvement should lead to. 
the development of stances and advocacy on their part- 
This'' will result in the administrator's need to perform 
diverting tasks and, in some cases, his need to convince 
consumers to change their positions. 

Internal Management 

An increasing use of Computers was predicted in the 
"V^health care future analysis, which should have implica- 
tions principally for data-oriented tasks and.somethings- 
prienteM task^. In the data area, the increased useof the 
computer should lead to more automated cofnpilim of. 
d^ta, leaving the administrator with more time to atiafcze. 
data and to CQorclinate the data for computerizatt9n.V 
Currently, one of the aretis significantly missing in terms^ 



of administrator tasks is the set of tasks related to things. 
Obviously with the increased use of computers, the ad- 
ministrator should have some involvement with things- 
oriented tasks; While the administrator may not_need to 
know how to program a computer, he should need to be 
familiar with its basic operanon — that is, how to start it, 
how to stop it, and how to retrieve certain data. 

Another prediction resulting from the health care fu- 
ture analysis was that group practices in the future would 
be involved in elaborate cost accounting. Because this 
requirement for elaborate cost accounting comes from 
the external environment.and is in the form of rules and 
regulations; the predorninaht influence in group practice 
should be in the maintenance subsystem. For this ^sub- 
system, group practice adrt^inistrators will be involved 
with more task§ related to keeping the internal systerns 
. responsive to the external regulations. J . 

An increase in union involvement Was aiso predicted 
for group practices and could be expected to have a 
. major impact on all of the subsystems. The adaptive and 
supportive subsysterns will be heavily engaged, in that 
there areJikely to be additional influences (for instance, 
unions, ftie NLRB, laws, and so forth) involved in group 
practice activities. These additional influences will in- 
crease the number of tasks and the administrator's in- 
volvement in them related to these two subsystems. 
While the number of tasks performed related to the 
procurement and disposal subsystems should^ not 
change in number, the administrator should be expected 
to be much more intensely involved in these task areas. 
The greater sensitivity of the issues and the contracts 
around jobs will influence who can be hired. On the other 
hand, the same contracts should produce considerable 
difficulty in the termination of employees, increasing the 
pressure to develop less fallible hiring processes. Fur- 
thermore, assuming 'that unionization implies higher 
wages, there will be more stress on the disposal, or in- 
come-generating, subsystem for group practices. The 
maintenance and managerial subsystems also will exper- 
ience an increase in the number of tasks and administra- 
tive involvement. For the maintenance subsyste/n, con- 
tinuous renegotiation and elaboration of policies and 
procedures related to contracts with unions will be re- 
quired. For the managerial subsystem^ the unionization 
implies the need for extensive investigation and nego- 
. tiation of employee's grievances. 

The increasing involvement of unions with the various 
entities in. the health field also has implications f6r the 
type of future administrative- tasks to be performed. 
'Curr^ntk;, with regard to unions^and employees, data- 
prientec%ctivitie$ are fairly minimal if extant at all. In the^ 
future, with union involvement, -administrators can be 
expegted to do much more compiling, analyzing, and 
coordinating of employee-related information. The ne- 
cessity of pegotiatinq wages and benefits in, union con- 
tracts requires much more data about costs, produc- 
tivity, and so forth. The compiling and analysis, in the 
sense of interpreting the data to develop alternatives, will 
'be absolutely essential to successful negotiations. With 
regard to fbeople-oriented tasks, administrators, viewing 
, unions as the referent groups, are currently involved 



simply in persuading. In the futlire^, however, relation- 
ships, between administrators and employees will be' 
come much more formalized through contracts; hence, 
negotiation, in the strict sense of the word, will becofne ^■ 
necessary. 

* Finally, increased internal pres^Sures largely related to 
and resulting from physician behavior were predicted. 
The major implication of this prediction is that there will 
be a greater need for medical directors, but the other 
parts of the administrative system also will be needed in ^ 
dealing with stresses. Specificdly, the professional ad- 
ministrator will be engaged in monitoring and spotting " 
the problems that the medical director will then mediate, 

- and on which the governing board will make the final 

- decisions. These mounting internal pressure^ irnplyJXni . 
increase in the number of. tasks performed and jn the 
invt^lvement of administrat^ors in those tasks related to 
the internal adaptive subsystem; that is, the internal 
monitoring function. These same^pressures should in- 
crease the number of tasks perfoiWfefl fertd the. involve- 
ment, of the administrators in those areas related to the 
maintenance and managerial subsystems. 

These internal p'ressures also can be expected to gen- 
erate a high degree of physician turnover; therefore, the 
administrator should be involved in compiling and in 
analj^zirig a good deal of data related to the needs for new 
and additional physicians. The people-oriented tasks will 

'^telate largely to the physicians as. the referent group. 
With more and more diverse physicians entering groups, 
the role of the administrator will be to instruct the new 
physicians in the ways of group practice. He also will be 
involved substantially in more negotiating to relieve pres- 
sures and stresses. These same stresses should increase 
the demand for the administrator's, role in mentoring, 

, although this function vvill probably be mostly assumed 
by the^ medical director. 

Summary of Staff Analysis ^ * 

In the context of the Katz and Kahn framework, the 
st2^ analysis reveals a dear trendior an increase in the 
number of tasks and an increase in the involvement of 
the administrator in those tasks for the adaptive, the 
•supportive, the jmaintcnance, and the managerial "sub- 
systems. For the procurement and disposal subsystems, 
the implications for the future role of administrators are 
unclear across the several different predictipns^ln some 
cases the administrators will perform more 'tasks and be. 
more involved; with regard to other predidtiorls, the . 
^number of tasks' performed and administrative involve-. 
ment,wm decrease. The predictions clearly indicate that. 

- ^e most influential .Changes nnAy bie the intervention of 
tiew forces into the group practice arena in tHe forms;of 
regulation, consumer ^Darticipation, ancj union involve- . 
ment. No other predicfions se;em to influertce as pro- 
foundly the number of tasks performed and the involve- 
ment on the part of the administrators. With regard to 
grouping, if the movement is toward more but sm^ler 
gr6ups, then the above pattern will not pertain. Iri facf , if 
the increase is in the number of small groups, then the. 
opposite will take *pbce in th^t administrators will be 



rforming a smaller number of tasks but with consider- 
ably more involvement ia those tasks. - ' 



In the context of the Fine framework, the staff analysis 
shows some clear patterns as the results across the 
several predictions are mentally summarized. The data* 
oriented tasks will increase in complexity for the admin- 
istrators with them doing more compiling than the^ do at 
present, as well as substantially noore analyzing and co- 
ordinating of data. Tne most influential predictions re» " 
lated to these changes in tasks are the increased use of 
the computeij and the shift toward prepayment.. ^rThe^ 
people-oriented tasks for administrators of the future 
>aJsd will become more complex, with administrators con- 
tinuing to be involved in supervising and negotiating, but 
with new roles in instructing and nrfentoring for medical . 
directors. These changefi tasks will result mostly from 
.the Increasing regulation, the shifting toward. prepay- 
ment, and the increasing internal pr-essures in groups. If 
the increase in grouping of medical practice takes the 
form of increasing the average size of groups, then the 
changes in the tasks for data and people will follow the. 
same patteiiis,' If,- however, the increase in grouping 
=> takes. the forr^'of an increase in, the number of small ' 
groups, then the task changes will diffe* somewhat, with 
administrators involved in a ;30od dfeal'more compiling 
and less analyzing of data; but still involved principially in 
the supervision ^6f and negotiating with people. 

The summary combination of these twi61analy.ses sug- 
gests that on the consensus predictions, it can be ex- 
pected that group practice administration will be gen- ? 
erally more involved in/more tasks that relate to the . 
adaptive, the supportive, the maintenance, and the man- 
agerial subsystems. In addition, the nature oi th^ tasks 
will change with administration being more involved in 
the analysis and coordinating of data and in ^he instruc- 
ting of and negotiating with people. Overall, administra- ' 
tors will be involved irl more tasks of greater complexity 
in the future, if t hese concensus 'predicriqns^rje_accuri_ 
ate. The most. influential predictions and factors relating 
"to these changes are the intervening regulations* con;^-*" 
sumer participation, and union'involvement. All Ihreebf 
these areas should lead to increased numbers of tasks 
^performed with increased. administrative involvement. 
. The increasing use of the c6rtiputer, the shift to pre-^ 
V paymenlf^nd thfe increasing infernal pressures.appear to 
cbntrihute the rnost to the increasing complexity of the • 
ta&ks%r future group practice administrators. 



. TheJimpact of Prepay^ncnf 
' . Futtire Roles ^ ^ 

v-/'^ ■■■■ ' ■ ■ - •■■ 

Interviews with the administrative staffs bf 18 selected 
' ^roift practices were conducted in 1975*. Sixteen of the 
group practices were "Chosen because of their participa"- 
tion in a prepaid health card plan and the 5ther two group 
practices were in close -proximity to;a group involved 
with prepayment. The groups were located in 13 dif- 
ferent states in all regions of the U.S. and varied in siie 
from three physicians t6 115 physiciafis, with ^6 physi- 
cians as an average. Each^gi'oup involved in prepayment 



had an average of 19,5% of its patient populadon partki- 
paring in a prepaid- health care plan. The range varied 
from a low of 1% to a high of 74%. Using the size definition 
of this study, seven of the clinics were considered large,' 
five^ medium,' and six small. The groupj^were located in 
rural areas, suburbs, and in various metropolitan 
environments. 
* Many of the administrators in tervie>A;ed indicated that 
the addition of a prepaid healthcare plan to theirexisting 
fee for service mode of operations' increased th^jmpor- 
tance of long range planning, Tne increased importance 
of long cange planjiing, Jntum, resujted in an increased 
emphasis upon the coilecrion and processing of^ various 
data and informarion. For instance, in prepaid plans, 
information concerning patient demand foj^ rrtedical ser* 
vices becomes critical to the proper establishment of the 
size and scope of the^prepaid programs. Most adminis- 
trators (indicated that it would be helpful to be aware of 
availafcfe:,resources for information related to patient, 
demand for their specific geographical region or locality; 
for example, the chamber of commerce, state or regional 
planning office, and so forth. Another reason cited for in- 
creased interest in collecting data on patient demand 
was for long range planning related to the establishment 
of satellite facilities. . 

The addition of prepayment increased the emphasis 
on the collecring and processing of other kinds of data, 
also. These dat^ invyolved statistics on patient utilization,' 
cost3 ;of services, age, family, sizev.emnloyers, and so 
forth. These types • of ^statistics are n^essary for sup- 
porting the establishment and negotiation of capitatido 
rates. One benefit resulting from prepayment plans is 
that the professional atchfhinistrator usually i§ not so in- 
volved in collections because of the cash advances for 
services covered under the plan. It is the generfeil con- 
census of th^.^terviewees, howevej,.that this benefit is 
more than offs^ by the increased man-hours required to 
maintain the accurate records necessariJ to support the 
'establishment and negotiation of capitation rates, 

, The administrators indicated that the marketing asso- 
ciated with prepayment programs ^was a new skill for 
thern. Marketing plans 'varied by clinics^ In some states, 
the Blue Shield Plan marketed the prepayment program; 
other groups left the mifketing to the local rhedical 
society or to. commercial insurance firms. In all cases, 
however, the professional administrators were aware of 
the marketing protocol and of the implications for their 
group {Dractices. • . 

Patient ^^iti&faction was cited as an arej^ of concern 
related to th0 rnarketing aspects of prepaidplans. roten- 
^tiaT new pati^rfc^ pf,a prepaid program quickly learn of 
satisfaction l|y^^s.atis faction of plan members. Keeping 
a plan viablSMTn^depends upon 'this word-of-moyth, 
kind of "acJ/CTnling." Surveying'^the satisfaction of 
*patients, therefore, ite. considered art important taskjn 
the prepaid aspects ^ th(g^. g roup. ' - • 

Sela^d ta patienr satisfaction, prepayment also 
causes ahother problem, that of the disgruntled patient 
who must stay with a plan lintil the contract expires. This 
situ^tion-can causte difficulty for both the petient-and the 
group. Several administrators indicated that they often 



become involved in mediating or/drbitrating between the 
groups physicians and patienti over medical services - 
involved (or not involved) in a prepaj/ment plan. A pa- 
tient is often hesitant to discus$ an issue with a physician 
but not hesitant to discuss the same problem with the 
professional administrator. The problem may be' quite 
minor'and be resolved to the satisfaction of the patient 
through simple adjustments to either the fee or to the 
services provided. ' — > \ 

The interviewed administrators generaUy feel that 
"negotiation" skills are quite important to an aHminis- . 
. trator involved with a, prepayment plan. "Negotiation" ■ 

skills, which implies the ability to^ deal with third party 
. payers, industrialists, pafti^frts, consultants, pbysicians, 
■bureaucrats, and consumer groups, aure probably more 
. important for administrators in prepayment programs 
simply becatise prepayment administrator^are required 
to negotiate with more people and groups than are fee for 
service administrators. Generally, most of the adminis^ 
trators felt that more cbntinuing education in fhe area of 
negotiation skills would be helpful. 

The administrators were then asked why they chose 
to initiate, or be involved in a prepaid health care i5ian; 
the answers were mixed; some of them related to: 
— experimentation and evaluation of the cpncept of - 
prepayment; " ^ 

■t^ —defending thennselves against government intrusion 
in the practice of medicine; * 
— fear of loss erf patierlts if the organization did not 
participate in a comirjtfi^ prepaid prc^gram; 
/ —pressure by local bUOTi^eis^ \ 
/ Even though all the ac^l^iistratprs indicated that they 
were benefiting finan^fliy.^-^om their participation in a 
prepayment prograrn, orfly'one gav(e as his reason for^^/ 
participation "financial renriun^ation." One administra- 
tor indicated that his group was participating because of^ 

• feelings of "social responsibility." Most iidministrators' 
indicated that their main activities in* implementing a . 
prepaVinent program involved working with actuarial 

. ratA, studying local demographic characteristics, an4 ' 
' reviewing the implications of numerous contracts. They 

• indicatjed that -there was no, change in their automomy 
when eit;^*eit";5fartin^ or 'participating in their prepe^ent 



program. 

When asked, "What'is a major irritant for you as an 
administrator?" the answers related to prepayment were 
^as'fpjlpws;.. ' 

I. It is a problem when physicians agree to participate 
in a prepayment prqgram but they do not under- 
stand how- the program will;wofk in the group 
practice. 

•2. Some prepayment subscribers assume that the 
groiap c^ and should provide iny type of care even 
when the group does not have the proper facilities: 

3. Often the administrator must act as an. arbitrator 
, between the patients and their physicians and must 
deal with the def^ivenesspf both.the patient and 
the physician. ' ■ ^^ . p . 

Finally ,v the administrators wer^e asked: "If you had it to 
do over again, what could have 'been done differently in 
switching to a prepayment plan or adding a prepayment ' 
Cornponent to the group practice?" Several adrriinistra- ^ 
tors stated that they would make no changes; but, pre- 
dictably, others made recommendations related to the 
above yjritants. Several administrators indicated that, 
they would have spent more time educating the physi- 
cians and consumers to the meaning and operations of a 
prepaid plan. One administrator said that the participa- 
ting patients nfiust beiaducated to realize that, if they use 
the system correctly, the cost can be. kept in lin^; how- 
ever, if the patient misuses the system, costs will sky^ 
rocket accordingly: 

- Oth6r administrator's suggested that they would have 
delayed implementation until the federal legislation and* 
regulations had beenfinalized. One person stated that he 
would have co*ndUcted a more thorough feasibility study 
and established separate corporations for the prepay-.- 
m'ent* program, r?^ther than having it included in the 
regular operations of the group. One administrator said • 
that he wouldliave asked for a higher capitation jSrte and 
established a deductible to help control costs of patients.^) 
' with minor complaints; another admihistrator indicated 
that he. would have contracted with an insurance carrier 
fo. ope rate the progr2(m rather th^ having the' group 
assume the'initial cost of operations^ - ' 
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The Roig. of the Professional Admihistrator 

The professional admifai^trator is responsible for a 
majority of a group's administrative activities ^ IptiUl^^ 
tasks are not usually of a Ki^h decision-m'aki^fe level. 
Administrative. tasks that invblve high-level policy mak-. 
ing or that are related to the m^cal aspects of the gtoup :\ 
are not included among the chief responsibilities of the )[ 
professional administrator. Jhis situation does not - 
mean, however, that the professional administrator 
plays a negligible rote in the important, high-level activ- 
ities of his group. The study's data support some aspefcts 
of; the general literature concerning the role of the pro- 
•fessional administrator; namely, that he significantly * 
fluencfes the functioning of his group by being generally \ 
involved in. major decision making and policy making ^ 
. through activities that could be labeled ''persuasiori" or 
"negotiation." . 
. Information from the Staridard List oT Administrative 
Tasks also indicates that the professioiial administrator 
is often highly involved in the governing body's tasks,* ', 
especially. in the managerial and maintenance^ suBsys- . 
. tems. In addition, 'while the professional ^administrator 
seldom has final authority for the ' high-level policy deci- ; 
sions in the decision table,, he dpeisjisarticipate to a large . 
de^ee in each. v • : . • 

An indication of \he form that the professional admin- * 
istrator s involvement takes in these activities is given* by ^ 
information collected from the critical tasks, the site 
visits, and the time logs. The content analysis of the five 
' most important critical tasks indicates that many of the 
^professional administrator's important tasks are related 
' to collecting data for the governing body so that they c^n 
make flroup* policy; decision^. . 

The" ftanctional task analysis of this critical taskjj-eveals 
th^t the ^professional administrator's most' frequently * 
per^rmed people-oriented tasks involve the functions of ^ , 
pfersyading and negotiating. In addition, the.time iMdata 
> of Ih^prpffssional admihistrator's daily act^ntioB show v 
that^.ms second most frcqu'ent pcople-oriemedakctiyity f 
was negotiation, and that hi spent the majority ^dJf^his;) 
time performing this function. Information obtained from/? 
the site visits provides.a final indication of the form of the' . 
^ professiona^l administrator's involvement in the goverr)- 
■jjiijg body's tasks. The professional administrator sees 
himself as guiding and irifluencing the governing body jn 
the clecisibns that they make concenfiing groUp policy. 

•Lauer (1962) has stated that 'the professional* ad- 
ministrator should place a substantial wall between 
himself fiind the medical aspects of his group. It appears 
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^b^thisjs'lfli^.case as jar as the professional adminis- > 
tratbr'^s chief responsibility" is concerned. However, th^;' 
medical elements of a group practice^affect the financial 
and management aspects of the groupji.nd, for this rea- 
son, the, professional iadministrator cannot ignore the 
medical elements totally. He uses his influence, therer . 
fore, in whatever style fits him best'in order to provide . 
subtle guidancie for the persons who ar€ fes]i>onsible, so 
that they might be persuaded to adopt policy or make 
decisions that are in the best interests of the group.. ' 
There, is no implication that the professio|0 adminis- 
trator attempts to , manipulate the medical decisions of 
the group; rather, there is an indication thejt the group's ' 
production function; tHe {practice of medicine, is intri- 
cately related to the group's business affairs. The profes- 
sional administrator directs his attention to the business ' 
■side:of medical decisions and lets the physicians, who are 
trained in medicine, handle the medical aspects. This 
situation , suggests that the professional administrator 
must be knowledgeable of certain medical aspects of his 
group as well as of the business aspects. He must under- 
stand *how business affairs affect, the practice of medi- 
cine, wd vise versa. In 'additiojn, he must be^ capable of 
separating the two aispects without interfering withlhe 
physician's responsibilities. Th^' professional administra- 
tor is as ethic^y-^resRiirisible as is the physician for 



"eOsn though^a^j^^jp^d-^iefctesarily and direct tied to the 
grbuo's busin^\'the medical aspects of the giroup are 
.the domain of*the physicians,' and the professional ad- • 
ministrator must..keep up this standard for the good of- 
the medical profession, . ; " 

. Profi^sional administrators are, in general, highly edu- 
cated. Less than- 6% of all jDrofessionaf' administrators 
have never gone to college, jand more than 21% have 
obtained graduate degre^s^J^rofessjonal adnynistrarors, 
however, h?ivc educj^tionskT'^ckgrourtds that vary^cbnf-" . 
.siderably in terms^ofthe.collige major. Thecpmptetelist' 
, of'professionai aininistrators''College'maj4^^eads fike 
the possible delfee programs fironi a colle^jii^talog. 
^ .;In additioh to being highly educated, pr^cssional ad- 
iriinistra'tor^ .agtively pursue opportunities to increase s 
the level of their knowledge in regard to their profession. 
Less than 14% of the respondent jprofessional adrrtiriis- 
trators have^'not attended at leastione educational semi-^ 
-^nar in the past three 'years. ,TT^^ average number pf 
seminars attended ^by jail prbfc|8ional administrators, in * 
the last three yeirs is ^'.66. or mpfe than'bne sCTiinar per 
year for each administtatbr; ItW that profes- 

sional administraton^ afe vie;rsf'"jalucationijally oriented. 

• '* . ' 



' A majority of profess^Lonal administrators begin their' 
' careers in group practice administration with a- wide 
variety of work experie.nce.in many diverse career areas. 
Only. 32% of- t)i^ .professional administrators reported 
that they began their careers iri grpup practice adminis- 
tration immediately upoHT^eceiving their.final educational 
degreeJr\.addition, ,once'in the profession, professional 
administrat-ofs' tend to remain for a !oog period of 
time; the average tenure of all respondents in (his^ field is 
about ir years, most of which is spent with. the same 
-.group. : / . . ; 

> The Role of the Medical Director 

The position of medical director in group practice 
administration is somewhat unusual. Medical directors 
' are fdund-.in proportionate numbers among groups of 

■ various size and payment mechanisrris; yet, only 20% of 
all respondent groups had a medical director. Ther^ are 

^ indications, however, that the niiimber of medical direc- 
tors rn. group practic^e . will jn$:rease^ significantly in the 
' future. ' ■ • ;>'^. . ■ ; ■ . 

■..Medical directors ^e typically fesponsible for the few- 
. est number of adrninistrative. tasks (1S%), cocnpared to ' 
other types of administrators; yet they af6 hig|nly in- 
. volved with most of the'group's administr^itiye tasks. In. 
fact, they are often moreJrivolved with taslis that are the 
responsibility of others. than they are for the tasks tha^t 
■■ are th^itt. own chief responsibility VPne percentage of 
.'tasl<s for which medical directors areSrssponsible an^in^ 
which they are persd?ially involved do nbt vary tg a large 
degree across the six\subsystems/ Rirthermore, the 
^ types of tasks in each 'oJ the' subsyaten^ have some 
« comnionalit]^,. The medical director's ptincipal duties ap-. 

pear to be concemedT ^A/ith the business-rpfated medical' 
. asjjeclg of the groups and with administering to the 
personal and intierperson^l needs of the group's physi- 
tians and other medical staff. In addition to the medical . 

• directors tasks on the stcindard^Hst, the <^nteht analysis 
oi the fiv^ mqst important critical tasks indicated that the 

^ medical director perfprnis many tjjiks that require hi^ 
?to de^;with. peopli?, usu^ljy ih a iS&racricih 
contextit The functional task analy^^erified this occur-^ . 

. . renca^^mcj also pointed oui that his. tasks .often involve9 
fairly ingn 'functional le</'els of behavior. The relatively 
^ high rnnctional perfprmance level waS further supported 
by tfme log data of the medieal directors. The agreement 

• data, bfltv/een professidri^l adfninistrators and. medical 
tSjectors in the sawrijp grpup further denned tM^ nature of . 

. .-'tl^'fnedical director's functioning Cvith respect to people. 
. The. dtte . task on which' there was the rjiost agree*ment 

was., arbitrating' between phyisicians .^^d have intcrpbr- . 

sonaf problems. This task, and sev/Sra others lijcce it, 

■ appear to be the single rriost imporjaot function of th^'^- 
me dical director. ^1^ ^ ^ 

Another effect the medical director ha^ on the adrnin- ' 
istration^of a group practice involves the influence 
role has on other ?id minis ti^tive roles. In the QroupjjJ^: 
r- fiave a mediczd director, the aldministrative role ntOslJ. 
'significantly affected seems to be that o^ the governing ^ 
body. In these groups, the medical ^director assurnes 
responisibility for some tasks that are Itypically the re- 
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- sp.onsibility^of the governing body. 3Tie medical director, 
to a lesser extent, also assumes responsibility for some of 
the prof essi opal administraton's tasks. .However, within ^ 
groups that had both a professional administrator and a 
medical director, there frequently was disagreement be- 
tween tFie two j-oles-as to who bad responsibility for some 
of the group's administrative tasks. Tnis^ disagreement 
occurred most frequently when the tasks concerned the 
implementation of group 'policy; both the professional, 
administrator and the medical director clairhed these 
..^ tasks as being their chief responsibility. . - 

The Rple of the Governing Body 

Trie governing body does not have the Ingest role in a 
group practice, in terms of th^ number of tasks for' which, 
it is responsible; but it does.nave the most powerful role,- 
The g(^Veming body is responsible for 33% of' all admin- 
istrative tasks in a group„.^d pnany of these tasks are 
associated with tha rnanagerial subsystem. The govern- 
•ing body makes mos| of t^ii^ iirftportant decisions,=for t'he 
group and approved th^ group's major policies. It also ts^ 
responsible . forvmostilarthe medical aspects associated . 
with the business funttioriing of the group, From the 
'analysis df the task' list data, it is obvious that ^the gov-^ 
eming body is the highest decision- making, body in a 
■ group. This conclusion is further supfpprted by *he de- 
' cision, table, data and the'coptent analysis ot tl]^' critical 
' tasks. The functional task analysis of the critical tasks 
.also demonstrates that the governing body -perforiris 
' tasks that are on a higher functional level than those 
• performed by. the professional administrator^ for both 
people-oriented and data:priented task categories. " 
> Whi\^ the governing body is the highest decision-mak- 
, ing body in a group, it is not very invplved In the overiU 
administration of the" group. The involvement scor^s- of 
the governing body for each of the subsystems is lo^jtfer 
than those for the professional administrator or the med- 
^ ical director. The g«Hj8feming,body is not even very highly 
involved in thbjjip -tasks- that are its-own pesponsibili^; 
The most likely "reason for this lack of personal involye- 
. * ment appears to be the result of the fact that governing 
bodies ar^^composed of^Jority part-tjnie adniinisfr^^ 
The majorityipT^oveming bodies meet dh a regular basiS" 
v only^monthly or eveh fess often: -j ■ , 

Th# Effects of Group Sire . v ^ . i 

*' "^On-^an a. pri^.basis,:th)r.e6 ca^^ 
°' 'defined .as subgrouping yariablesywith the^ cg^6- ^ 
gory.cohsistihg of^thdse gfoups^vCntK 3' to. iS^'RTE.pliysi-. 
cians. The overall k^fetage si:^ the gjfoups respo nding ' 
to^e study's survey questjd^naire was;! 7.8 M b physi- ; 
' V clans. ^fhe latest survey of group practiced (Good-: 
man et'al., in press),_however/ihdicates that the a^^rage 
• size of ^the groups'respbnding to their survey .vyas 7,9 ^ 
. physicians. Since this study's /ayeVage-sized respondent' 
^>jj;;0ro'up.is so much larger than the AMA's, the snnall-sized ^ 
category was fujth^r ^bdiv/ided into groups' of 3' t-d 7" 
JttE physiciaris and '8 to 15' FTE physician^ in-order to 
' determine if the present study's results mi^ht be^biased 
^ ' in favordf larger group prat/tices. Testing for significance 
. resulted in only a few signi^cant differenci^s between the 
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two n€w categories, and the differences were consistent 
with those' found when comparisqns were .made among 
the original size categories. It does not appear, therefore, 
that basic administration in very small groups (3 to 7 FTE 
physicians) is substantively different from administration 
in small groups (8 to 15 FTE physicians). This conclusion 
must be tempered, however, by a word of caution: it is 
pxDssible that there are actually significant differences in 
the administration of ver^ small groups as compared 
with small groups, but^e* measuring instruments or the 
analytical rnethods used in the study were not sufficiently 
sensitive to' demonstrate tinose differences. However, 
within the, context of the current study and based upon 
the ^leasuring instruments and analytical methods em- 
\ ployed, impjortant differences between very small groups 
Vrid smap grpjups were not discernible. Therefore, the 
sW callfcjW^^ employed were considered as 

api^p«fl|M^^ might have be^n selected 

for e^^MfnM^B^drenc^ administration associated 

with siA' i^S^^ ^^ j^'^^^^^ _ - - _ - 

The lal^'^aroup praj^^tifce, the greater the number of 
administrative tasks that 'are performed and the fewer 
the number of tasks for which the professrdnal adminis- 
trator is responsible. In addition, as groups increase in 
size, it is more likely that the professional administrator is 
less personally involved in his group's administrative 
tasks. This effect was reflected in most of the adminis- 
trative ^ks regardless of subsystems. 

Taking into consideration the professional adminis- 
trator's responsibility for,'^and personal involvement in, 
subsystem tasks, revfti? a second relationship associ- 
ated with the effects/of group size, betwe'en the size of 
the group -and the transition pf the organization. Many 
medium-sized group .practices appear, to be- affected by 
an organizatitorial transition period that involves a group 
switching from a loosely structured, very personal organ- 
, ization to a more structured, less personal type bf busi'-' 
ness. Tnis effect is demonstrated most clearly in the role 
of the mediumrsized group's professional administrator 
who is more involved with the administrative tasks of his 
governing body than are professional administrators of 
either small or large groups. In general, the scores of the 
medium-sized group's professional administrator are not 
consistent with the score patterns of the professional 
administrators in cither the small-sized or large-sized 
groups. The most apparent manifestation of this effect., 
occurs in the column 2—3 interaction scores of the 
professional adninistrators. The profesisional adnninis- 
trator of the medium-sized group is less involved in his 
own tasks than would be expected and is more involved 
in the tasks of others, in particular the tasks of the 
governing body. S*iGe many of the subsystCT^js- tasks 
that are affected in this manner deal with the/!|^4gani2a- 
tional structure of the group, it appears that the^profes- 
sional adninistrator's involvement is tlnat of trying to 
influence his governing body to make the Changes neces- 
sary to move the group through the difficult transition 
pcnod. . . ; , rJ'>:^ ' lz 

The size bf.'a group als0 influences both tfie content 
and functional leve l of- thi^jp'ofessional ^administrator's • 
.critical tasks. THelargerlhe group, the more that people- 



oriented tasks i^d^reajs^rtt'importance and data-oriented 
tasks decrea^ rft^mtjprtance. In addition, the profes- 
sional administtato^*' of a'^Iarge group performs critical 
tasks that are orti^^highi^r functional level than those . 
performed by smalfj^r medium-sized groups' profes- 
sional administrators. This relationship is reversed for 
medical directors. From the . data it appears that the. 
larger the group, the more likely it is that thejiumber of 
people-oriented tasks performed by the medical director 
decreases, and the number of data-oriented tasks in-» 
creases. This finding is the opposite of the trend dis; 
played by professional administrators. * 'V* 

The Effects of Payment Mechanism » 

Group practices were divided by tht subgrouping var- 
iable of payment mechanism in order to form two 
groups, fee for servi<fe and prepayment. The purpose of 
this division was to determine if there were any signifi- 
cant relationships between payment mechanisrh and 
group practice administration. The groups included in 
the prepayment category, however, did not operate iin- 
der total prepayment. In fact, all groups in this category 
had part of their revenue generated bV some amount of 
• fee for service. The average amount of revenue gen- 
erated by prepayment in these' groups was 30%. The 
effect of payment mechanism must, therefore, be con- 
sidered as either tT\e influence of groups being ^entirelsi^ 
fee for^ervice versus groups operating under isome com- 
bination of prepayment and fee for service. 

The''first notable differences between fee for service 
and prepayment groups were in, the organizational data 
and in the demographic data of professional admifiis- 
trators. Prepaymen^groups typically have longer clinic 
hours, more physicians, and more satellites than do fee 
for service groups. In addition, the professional admin- 
^ istrator of a prepayment group has generally held more 
positions in the. health care delivery field and works 
fewer hours than does the professional administrator of a 
fee for^ service group, pn the average, more adminis- 
trative tasks are performed by prepayment groups than 
by fee for service groups. 

The professional admirtistrator of a prepayment group 
is responsible for more administrative tasks than is the 
' professional administrator of a fee for service group.'The» 
professional administrafor of a prepayment group, how- 
ever, is less personally involved in the grobp's activities 
than is his counterpart in a fee for service group. Ex- 
amination of the critical tasks and time log data of pre- 
payment and fee for service professional administrators 
^indicates that the professional administrator in a pre- 
payment group performs more people-oriented tzitts 
than data tasks as compared to the professional admins- 
. trator in a fee for service group. On the other hanoi^ 

, .prepayment medipal directors perform more data-or^ 

iented tasks than people-oriented tasks compared to* 
jheir counterparts in fee for service groups . 

Site visit discussions .with professional administrators' 
of both fee for service and prepayment groups lead to the 
* conHusion that adrmnistration within existing pirepay- 
. ment groups resembles what aidministration in fee for 
service groups might Jook like in the 'future. In the site 



^visits, one question asked oi prepayment gjroup protes- 
sionad administrators was: ''What changes occurred in 
your role as a function of adding a prepay ment compo-. 
nent to your group?" Theiranswers were frequently the 
sarr.e: **None at all/' However, as more detailed ques- • 
tions were asked, it became apparent that some subtle, 
but significant changes had occurred to their roles. In the 
staff analysis, when these data were examined, the con- 
elusion wasreacheS that the operation of fee for service , 
groups in>fne future would closisly r-esemble the dynam- 
.. ic5 that are occurring in the prepayment groups of today. 
There will.be few dramatic changes in the administra- 
tive roles w,fee for service groups, but like prepayment ^ 
groups, subtle changes will occur' that, will significantly 
change the administrative roles. Data from the standard 
list and ather sources support this conclusion. The pre- 
payment group performs more administrative tasks than 
glpes the fee for service group, and the professional 
administrator of the prepayment group has more admin- 
istrative tasks for w^ich he is responsible than does the ' 
professional administrator of a fee for service group. 

Pattern of Role Interaction 

The agreement data between the three respc)ndent 
roles within a grqup indicate that.lhisre is very poor 
overall agreement between administrative roles as to 
who has chief responsibility for the group's administra- 
tive tasks. Tne agreement that 4oes exist is'with the 
tasks that- are considered to be the resp'onsibility of the 
professional administrator. The agreement as-, to the 
tasks for which the medical director and the governing 
body are responsible is tv/pically very low, with the'role of 
the medical director being the least defined. 

For each of the administrative roles, however, there 
are a small number of tasks upon which there is high 
agreement. These tasks could be considered to be the 
core elements of each administrative .role. The profes- 
* sional administrator s core tasks are those dealing with 
the everyday business activities of the group. Tne medi- 
cal directdr's tasks are those* concerning the interper- 
sonal relations and medical aspens o^ the group. Tasks 
dealing with the policy making or decision making of the 
group are the responsibilities of the governing body. 

The content analysis of the five most important tasks 
suggests ,that the administrative tasks 'that fhe profes- 
sional adhiinistrator feels are critic aJ to his role.seldom 
overlap the critical tasks mentioned by either the medical 
directo^r or governing body. However, the critical tasks 
of the medical director and governing body frequently do 
overlai>. Examination of these critical tasks of the three 
administrative roles reveals that they are not substan-^ 
tively different from the tasks in tKfe standard list used to 
define the roles. ^ 

Thfe functional task analysis of the five most im| 
tasks showed that the professiorial admit 
frequently performed tasks involve "c( 
.data category and "supervising" in the peopl| 
The medical director and governing body,' on the other 
hand, performed tasks that are, on the average, at a 
higher functional level than the professional administra- 
tor*§. Their most frequently performed critical tasks in- 
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v(Ve '^analyzing" in the data category and "negotiating" 
in tne people category. ^' In addition, the medical director 
performs people-onented tasks more frequently than 
does either the professional administrator or the govern- 
ing body. " * * , 

The time log data relating to the* every day activities 
of the professional adminis^ator and th$ medical direc- 
tor, "indicate that the majontY*of the professional admin- 
istrator's duties are data-ori€nted while the medical di- 
rector's are people-oriented. The medical director per- 
forms fewer administrative tasks overall than does the 
professional administrator, and the medical director also. 
. spends less time on each task'than does the professional 
administrator. On*a day-to-day basis, the professional 
administrator operates at a slightly higher functional 
level than does the medical'director. The only set of tasks* 
in which the professional administrators-functional level 
is surpassed by tbn^^medical director's, is in "mentoring." 
There are fewer tasks performed by medical directors^ 
than professional administrators because most medical 
directors in the study were part-time medical directors, 
while all professional- administrators were full-time ad- 
ministrators. 

Based on all data, it appears that the professional 
administrator and the- medical director have comple- 
mentary roles. The professional- adrhinistrator deals with 
the business aspects of the group' while the medical 
director deals with the medical aspects of the group. The 
go^^sniing body sets policy and makes important deci- 
iiahs Tpr the group. . . 



Future Roles 

Health Care Predictions 
■ The predictions about the future of health care that 
were derived from the ancilysis of t^e Nominal Groups, . 
the Delphi studies, and, the interviews conducted as part 
of this study suggestec^chang^s in five major areas: (a) 
the financing of heaHJ;^re^ (b) the regulation of health 
care J (c) the organiizatibn' of health care, (d) consumer 
participatiori, and (e) internal management. In the finan- 
cing of health care, it was predicted that by 1985 there 
would indeed be a national health -'in^ance system 
operating in this country, and that prepayinent woyld 
increase substantially, although it would never become 
■predominant over fee for service. The predictors were 
confident that there would be more, government regula- 
tion, iespccially related to cost and .quality. The predic- 
tions! were le§s consistent, Jaowever, in terms qf the co- 
ordin'atfoh of the regulatioris. The best of all possible 
' worlds would be one in which more regulations would be 
. accoitipanied by more central coordination of the regula- 
tions that, in tipim, would lead to the elimination of 
duplication and conflict. However, the predictors were 
not confident that more coordination would occur; that 
is, there was always the possibility that more regulations ^ 
would come from more sources and would be less 

coordinated.^. 

Several predictions were made with regard to the or- 
ganization of health care^ but they could be summarized 
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simply in the oHOtioiii that fhere will be more linkage 
among all component? in the health care system. This 

• linkiage means specifically that neighborhood health cen- 
ters, group practices, hospitals, and health maintenance 
organizations will find ways or working more effectively' 
together. As a part of this increasing organization of 
health care, the predictors were unanimous in suggest- 
ing that more physicians will associate themselves in 
groups. However, there was no concensus as to whether 
the growth of groups would be simply an increase in 
the number of groups, meeuiing more smaller-sized 
groups, or an increase in the size of existing groups, 
that is, more physicians joining the already extant 
groups. , 
, The predictors al5o felt confident that, the consumer 

\ movement in our society, and in health care in particular, 
would have a significant impact on group practice. Con-, 
sumers in the future, they felt, will participate more in, 
groups, either in advisory roles or in decision-making 
roles. 'One form of consumer participation that is certain 
to take place is the increasing consumer role through 
prepayment. Once consumeirs become negotiating par- 
ries in matters such as the termination of services and the 
setting of rates, their influence in health care, especially 
in groups, wil l becom e significant. 

Several changes wire also predicted that would in- 
fluence, specifically, the internal management of group 

, practices. On the one hand, predictors were confident 
that collective bargaining with unions, which are now 
spreading throughout the health field, would -involve 
groups. More importantly, internal pressures in groups 
would increase as physicians join groups. Some of the* 
interviewees specifically predicted that internal pres- 

, sures would. increase as more physicians who might be 
less compatible with the group mentality, joined groups. 

It should be emphasized that the future predictions, 
and specifically their Implications for future roles, were 
inductively derived using the Nominal Group process. A 
major consequence of using this approach is that, ad- 
mittedly^ the results are not comprehensive, and certain 
major and obvious areas may be missing from the predic- 
tions. One particularly noteworthy example^pf this oc- 
currence is that nothing was specifically predicted 
through the Nominal Group process about major 
changes in medioal technology in the next decade. It is' 
with this limitation that the future priedtctibns must be 
considered. .v / 



InfiuencesSDn thel^uture Roles 

Tne pre-post design, the staf? analy| 
interviews discussed in Chapter 
changes in the roles of group practici 
they related to the boundaries bet 
tions and the outside worjd. In the 
have bcien able to pursue a more 
than some of the other parts of the health care delivery 
system, particularly hospitals. The results of the future 
predictions and the various analytic techniques used 'to 
establish thcfr implications for future rj^s suggest that* 
this freeidom will not persist. In fa<i, the'boundary func- 
tipns related to the external environment and particu-'' 




and the site visit 
;uggested major 
dministrators as 
their organiza: 
group practices 
fependertt course 



larly to the government, consumers, and unions will 
significantly affect the group practice administrators 
role. In the future, group practice administrators vvill 
become more.- involved in the tasks related to the 
boundary functions, described as adaptive, supportive, 
disposal, and procurement. These increased boundary 
functions will be required in order to cope with govem- 
merital regulatory bodies, consumer groups, labor un- 
ions, and prepafd purchasers of services. 

'The new boundary function activities in which prof^ 
siohal administrators will become involved will relate, in 
part, '^to collecting and processing more 'information 
about and from each of the groups menticmedjlhe pro- 
fes^onal administrator will need more accurate and up 
td 'date information about government regulations. He 
. will^need to find successful ways of obtaining advice ancj 
i^/jpinions from consumers^n the public at large and spe- 
:^ficallyi from'- the prepaid recipients of his group's ser- 
^yices. The -grievances and demands of unions will also 
:have^to betfome a pkrt of his store^^of^information. To 
interact effectively with each of the groups mentioned 
'^above, professional administrators will need to increase 
their efforts in the areas of lobbying, public relations, and 
image building. 'These activities will assure groups and 
their administrators of success in their formal business 
relationships with their external environment. 

The^ predictions from the Nominal Groups, the staff 
analyses, and the site interviews suggested that prepay- 
ment would be a part otfie lives. of many groups in the 
future; hence, prepayment Would, command the atten- 
tion of the professional administrator'. The increasing 
ifnportance of prepayment, which is. suggested by some. 
of,the scenario-related data to be on the order of 17% of 
the business otmany groups, w^ld^ead the administr^^ 
tors into new activities'. S;5ecificaily, advertising, market- 
ing, and competitive 'rate setting of and^ for servicers 
would be additional ac tivities requiring ^ the administra- 
tor's attention. Group practices would required to 
seek the attentions of various consumers and^rganiza-. 
tions who might buy their prepaid package plans. TJTie- 
effect of government legislation directed toward tine de- 
/velopment of .prepayment iis to encourage competition 
among various prepayment groups. Hence, in order to 
develop marketable prepaid plans, groups would be re- 
quired to determine need^ and dennands of various seg^ 
ments of the populatjoa Based upon this kind of mark'et 
research, groups would then be 'required to establish 
rates that would provide , the required return, while at the 
same time allowing the grjoups to compete in the market- 
place. Finally, groups would be 'required tb engage ihtJie 
straight forward business activity of advertisiffg^ their 
^an, its services, and its rates. i .. 

The iocrease in prepayment would also fnvplve admin- 
istrators in the direct negotiation of contract^ fo.r ser- 
vices with various organizations. Once contracts U/ere- 
negotiated, adminisitrators would be concerned with en- 
rolling the organization's patients and consumers. Most 
important of all, this direct contact and linkage between 
.consumers and group practice^tiirough contracts foir 
sencice^ would require the adniinistratdrs to be mdri 
concerned with patient ^tisf action. The professional 



EKLC 



85 



85 



administrator w^uld be invotved in resolving patient- 
physician coigflict in the interests of i-e.taining high pre- 
paid group membership, ' 
The movement into prepayment, eveawith :he em- 

i phasis on competition, would not necessarily lead the 

\ group and the professional administrator into a free en- 
terprise world of operation. In fact, the movement and 
associated activities ^will take place under increasing 
scrutiny from the government, from the public at large, 
from organized consumer groups, and from unions. 
Hence, all of the§e activtaes,' which will b'e.new to pro- 
fessional administrators and gi-oups, will have to be care- 
fully balanced and adjusted to theconstr^ints and e.xpec- 
tations of the group's union member employees, the 

> government, and th6" public at large. .This balancing and 
adjusting will require the professional administrator to 
become ap ev^n more skilled fnediator with the courage 
to lead arid set direction for the se multiple groups. ; 
The increasing importance ptlhe interactions at the .. 

. boundary bet^A;een groups acd their envifonments will 
require professional administrators to*make adjustments 
*in* their intemally-focussed subsystems— the mainte- 
nance and managerial subsystems. Internal information- 
gathering, -maintaining, and -processing subsystems will 

' be required in-order to cope with the ^apitation rate set- 
ting required for prepayment,^.the record keeping and re- 
porting expecte<i by the government, arid the compli- 
ance required by labor union contracts. Accurate busi- 
ness and service -infonnation is the only means ,by which 
^groups will be abje to successfully set competitive capi- 
tation rates. and survive in a world and an environment 
that will not allow ^them to recoup theit losses retro-. 
' spectively at the end of the year. Trie'''^overnment's 
increasing regula.tion in the areas of cost *and quality of . 
care will require accurate documentation of compliance. 
This documentation implies extensive record keeping 

, and, as hospitals have experienced, th'e hiring of addi- 
tional people to handle the- data and to complete the i 
necessary^, reports* Union labor contracts will specify, 
procedures and ^ctivines that must be followefi with 
regard to Anion;- member employees and 'their griev-* 
ances. CbmpHance with these union contracts' and,' ulti- 
mately, the developijife-ntrof defensible positions rest uj^- 
on accurate record keeping and reporting. 

Similar kinds bf information-gatheririgand -processing 
functions will also be required to monitor the concerns of 
the group's employees and physicians, as well as its 
constituent consumer organizations. The professional 
administrator will be required to know how_tacollect the 
personal and interpersonal information necessary, to 
rinonitor the **pulse'* of his employees, his physicians, and 
■ his group. Just as importantly, the professional adrr^inis- 
trator will have.to possess a sensitivity to the needs and 
interests of ;:ons,umer groups and the public; knowledge 
. of such needs and int^erests may affect the image and the 
^ultimate luccess of- a group in a community. " 
( Professional administrators in th6 future will also be 
^involved in much mpre systematic 'personnel manage- 

..y Wnt in ,grougs^<^ grbupsSmirease in size, aA they shift 

/ toward prep^i^meht w/ith' itssdcm''ands for sbccessful 



'management, and as they come under the public scru- . 
tiny of the government and unions, groups will have to be 
run in -a much. more systematic fashion. This emphasis , 
on systematizing will require increasing specification of 
job and role responsibilities, not only for successful man- 
agement but also to meet government regulatory artd 
labor ufvlon contractual requirements. The increasing 
need for successful management irUhe face of the,^on- \ 
vergence of significant boundary relationships wiir re- 
quire the administrator to delegate more responsibilities' 
to specially trained as^isxants and subordinates. . ' ' ^ 

Above all, the increasing importance of the external 
environment, the needs for information, and thejncreas- 
ing requirement for clarification of responsibilities will 
require professional administrators and their groups to 
become rriore significantly involved in planning, both in 

Jhe shorty run_and in^e^ long terrn. ^^^^ „ * 

, finally, the shifting of adrninistuadve r^onsibilities 
will 'bring the medical director in the group practice 
setting into a more significant role with more tasks to 
perform- and greater involvement tx^^administratiori', » 
While the medical director is currentlytnvblved largely in r 
personal and interpersonal interactions in a group, his 
activities in the future will shift as grot^ips become more 
highly managed toward data tasks in addition to just thfe 
people tasks. Specifically these shi'fts^wili require that ,^. 
medical directors become involved in the traditional " 
' management functions of planing, organizing^ direc^ 
ting; controlling, and buiigeting. While the medical dir^ 
. ector currently seems to be searching for a rol^r is in a 
transition role, it? is clear -th^t k|\ the future, in grSup 
practices with the rnany boundary■intera^itions and their 
implicit internal influenced, therifedical director will be- 
come a manager in the true se^se of^the Cvord. To 
prepare medicai directors for these expanded roles, the 
development of specific trying progranfe-a^^lwi will be 
needed. ^ . \ . - ■ 

' In'sijmmary, while, the current role dataffl^a§st that 
.group. practice administrators are not chiefi\^J5*esponsible 
for high level d^sionS and that medical directors involve 
themselves princio^ily with personal and interpersonal ^ 
. tasks, both of thegfe trends ^*nil change in the future. The 
boiindary-sp^nr/ng functions, relating specifically to the 
governmervt, consumers, and unions, will change both of 
these roles. Profesj^ional administrators in the future will 
need to be successful negotiators,. mediators, and lead.- 
ers for their grojaps. The increasing complexity of the 
interactions aFthe boundary wiirdem^and that profes- 
sional adrniriistrators assume many of the new functions, 
since the\asks will consume more time than .can be 
devoted to them by governing boards made up of ■prrac-'^ 
ticing physicians. At 'the same time, many of these same 
changes will result in the shifting of responsibilities and 
decision making from governing boards to medical direc- 
■jtors. In other viOrds, while. the current role data suggest 
that governing boards retain substantial control in the 
'traditional management {unctions, the influence of the 
external environment on ^oup practices in the future 
will shift much of the responsibility and the authority, to 
professional administir^itors and medical directors.. 



CHAPTER 10 



EDUCATIONAL IMPLICATIONS 



Determining educational needs in terms of the knowl- 
edge and skills required to be a medical group practice 
administrator was not within the scope of this study^ 
From the outset, however, there existed an implicit goal 
of developing results that would yield educationally us6v* 
ful information. The result^ are potentially useful to edu- 
cators , but further analysis is required in order tq achievi 
the full potential contained in the study's data. Syste- 
matic, in-depth analyses of the current role data, espe- 
ciafly the Standard List of Administrative Tasks, would 
yield a Uasis from^which educational objectives could be 
developed. These educational objectives would define, in 
general, a gurricqlum that would train professional ad- 
ministrators of medical group practices as the field cur- ' 
rently existsr .Once the geJ^eral "current curriculum" 
were defined, then the impactNof the future on the curric- 
ulum could' Be Evaluated, anoNa curriculum that might " 
meet the needs of future group practice administrators 
could be delineated. 

Although fhe analysis that could lead to the current 
curriculum definition has :not been accomplished, a cur- 
sory logical analysis of the future data and of the future 
professional administrator's role deseriptidkn was con- 
ducted in order to gain some insight intp po^ible impli- 
cations for future curriculum requirements. 



Implications for Future Curricula 

iThe analysis *of future educational implications focus- 
sed primarily upon knowledge/content areas, as op- 
posed to applications/skills areas, that the study's future 
and future rol^ data suggested might be important to 
, future : group practice ^Sdmini^trators, Some .of the 
knowledge/content cireas defined generally correspond 
with those from the Accrediting Commission on Educa- 
tion for Health Services Administration (Criteria for an 
Accredited Program in Health Administration, effecBtB 
July 1,. 1976). initially, therefore, the Commission's cur- 
riculum criteria will be used as. an outline in describing 
the educational implications of this study: 

Social-Behavioral and Mandsement Sciences 

• Analysis of this study's future and future -^role data 
indicates that the group, practice administrator of the 
future, will be required to' possess a knowledge of the 
content area of. economics. Given the projected influ- 
ence 'of factors such as government regulation, con- 
sumer involvement, and prepayment with its necessary 
capitation rate setting, the topic within economics of 

pricing theory would seem tq^be important, _ _ - 

In order to deal with theactiv^ forces of tfietuturc,it~ 
.will be necessary fof professional administrators to be 




knpwIedgeajDie in many^of th.€ cireas. of organizational 
theory. The traditionaJ topics of organizational st||icture . 
and organizational behavior will, of CQurse, be important, 
■ theory approach to organizational 

theory wouliprovide the knowledge for allowing group 
practice administrators to gain the skills in "concept- 
ualizing" that woji^d seem to be so important in the 
future. . " . « ■ l':^ 

The future and future role data also indite ^he' impor- 
'tance of the knowledge of political scienc *^ 
the procedures involved in the legislative 
tjie gov|mm^nt^ budgeting process w 
dealing vyith tTieyOV^ernfrient. In addition, k^i 
policy develo]iment ahdLpolicy analysis in geni 
as in VeFatiOT 'to the functioning of govemmeptl 
important. 

■ KnoU/ledge of three areas of law J were' i 
being impbrtant to future group pracn^:€Ladmi 
(a) admirostrative law,..(b) contract law, and-(c) la' 
In the, area of quarititative Wthods, futjure ad^^ 
tors shbilld'be' knowledgeable in statisticsJiSl^ 
\ search,* and Systems analysis. With jjhe impbrtanw'jtol/.'^ 
data and the complexity of the orgjaftization, autom^iteil'^^ 
dfcta*^ processing arid rtianagerfi^4rtf» information ;#^e!if)6' V" 
^e goin g to be required, ; . ; l 

It almost goes wi'thoi||5ivmi*^'at the data^ indicate^tficf 
importance to the future adip|5^ of^knowledge of :. 
the management functions/ ;Fitianoial,t^ 
eluding financial planning, vwlj h^kq^tj^d to h^p ,adn^; ^ 
istrators maintain the viabilitjf ^feh^Krou^ the/ai^^ 
, of the many exteinal forces. i\j^/eq^4wi^s t^ vyhich, 
groups will be subiteted, Tp^ 
ment;str6?ses theja«,for f^OW^ 
' -and several asp«^pif' the'm 
. need for e5ctend|fe^^ 

- ment.^ ;fpf^- . i-^ 

Health and Dis«|«U ; ' ^ 
In^the broad concep of the individual, .§^^,^n,d -/ 
environmental determinants oif- h^th and |isfease, ui.c^5| 
futufe .and future roles data indipiife that knowledge: o^ ' 
. ' the areas of medical practice, 5h.^idal and iir9fassional 
ethics, and mcdicaj equipment w^he of prime^cpncern 
to the group practice administratcfi^! The topics of nriedi- 
cal and professional ethics and medical equipment re- 
quire no explanation. Knowledge of the area of ^rnedicaiJ 
practice" is herein defined as an awareness of the-inter- 
vcntion process in terms d.f the roles of phtteicians in 
health and disease an4 a general understanding of what it 
is that physicians do . and how they accomplish their 
goals. The adniinistrator wifl be required to' unders 
relationship)s between medical practice and the runnin| * 
of a medical group as a business'. He will be required to. 



sort out the business frqm the medical aspects, of the 
group practice and to deal with interrelationships among 
the medical $nd business aspects smoothly ^nd without 
violating medical ethics. 

The ^Elements of Medical Care v 
, Tne future administrator will bex^quired to know 
about health care de^very in. gew^raf, and about group 
practice in particular and how it intenrelares vvith other 
delivery systigms. The staff analysis suggests that the 
adjninistrat^Vs direct role jn quality assessment and so- 
.cial\acc6untabitity may be minimal^ even though these 
issuer al<nnost'Cenain|^ wiU_l;)ecome important for the 
organisation. ^^7^. ^ 

Further Educational Imputations . 

5rv|df knbwIedgQ/Jonteht areas that are not , 
^detailed^n the Accrediting (Sdmmission's cri- 
l>|rom;the staff's logical ane^ysis of rhq future 
Teles -d^tajor .educational implic^itions. Ev^n 
hne^rpffthese arei^s may be'^ubsumed under 

j^^.l^tjcHe^^ described separatelyx 

" ^it^^t^'^i^^^^ descnbethese addi- 

p tfp'fti^^^^'B^^^^ in .rr^ny cases, the topics 

cfeiir^eaje/i^^^^ Fur- 
: thehnOTe/it-riiay be^Kat.m|irty of'the, additional areas are 

-^ttiog^!^ tfie rieeds of group practice admin- 

; -.^'^rait^r^^ frHrn the needs of Wealth administrators in 

' future. group practice administrators will be required 
•# to )?/e knowledgeable in the content area of marketing.- 
.^./Marketing knowledge wi^t? 2 'reti^uired principally by ad- 
'^v- rninistriators whose group$>re involved in prepayment, 
.Suf it is^very likely that sonv knbwlafige of marketing, for 
-instaince market rese^ch^i^oul^enefit fee for service 
^4dr%ustr2tf6rs^as • . ; / 

. .. " .i Kn©wledge^^ change" in social 

V^PsycHofogy: wpilTd h^lp^e future group practice admin- 
;/ -i; isttatpt ,xjea^ forces, such as con-' 

■-ittijSum^ ^'r}d qonsumer ^r^kgij, ^nd forces internal to his 
•gro||p,;sucK .ais employ^ecs Sj^ijjfjinions. Admipistrators 
• ne$& bec.brrljs social psyWologists. speci'^^^ in 
• cjiig^mg atti^des, but they should 4De aware of some of 
^chnii^ues.gmplpyed for changing people's attitudes 

l^he "effectivianess of these methods. _ : 

- . /■ thei^te of quantitiative methods, the staff analysis 
■ ■;>l^Vitifi€ra^fo^^^ addition to the rhore traditioncj 

:* tdpncs of s6tisri^'^ o^raqptis research, .and systems^ 
analysis. of rese^irch, methods'is often con- 

siders^ a parrof statistics, but too often does no t receive 
.;th.e eny^hasis it deserves. Furthermore, a'piarticul5ir re- 
"s^ajji^. method^Urvey research, is typically the most 
' ^^^^" ^^yy^^^^* to practitioners such as adminis- 
. .h:3^?^ut'*^s also the most igrfored in methodolo^ 
courts. *Xnowledge of topics such as demograpKics, 
cejd^s, and population dynamics in terms of what Jhey 
are, and what are typical sources of information (for 
jj^jnstance government regulations, consumers, unions. 




and gurchasersTdnd how to utilize these sources will be 
inTpwcAnt^ ic • , ' ^ ' . 

: Iirffie ferbad -category or organization t^veory, topics 
^dre identified that are both more detailed and ako nof ; 
2cessarily always considered in organization^/meory>' 
Knowledge of fe^=^«sCpntent area of ^'complex organtzar ^ 
'> tion^ was identified as being important to future group 
practice administrator^ Pait of the content oLthe topic ; 
. of complex organization^ is ;prob2lbly addre^d in the 
Commission's criteria r^ated to the study of the de-' 
ments of medical care involving '* the various/^jf^ysibf 
delivering personal health services -with special regard 
for their major components, their stable ai)d changing ^'^ 
characteristics and interrelationships (Accrediting Com- 
mission- on Education for Health ServiceslAdfninistra- 
^ tion, July 1, 1976)." ^ I . V" ' / 

The content of complex organizations ^kereii*! de- ^ 
fined involves intraorganizational structtiring and^func- . 
tioning, interorgahizational structuring and functio*f ing^. . *' *. 
organizational bureaucracy, and organizational . com-* ^ 
munications. Ihtraorganizational structuring g^d.func- 
' tioning deals with ari orsarii;?ation as a complex syst€rp( 
and relates, for instance, departments to departments^ ^ 
central facilities to satellites, and so forth. Interbrganiza- 
.ticygal structuring and functioning deals with 3ev(eral *or- ^ • j 
ganizations as a complex system and relates; fbrMP- ' ^ 
stance, organizations ^ to conglomerates, professional ^^ 
corporations to foundations, and so forth. The^'tefrr^^ 
organizational bureaucracy is meant to involve Bureiau-, 
cratic functioning of government, consumer groups, jun- 
' ions, and so forth. Org^^^nizational communications in- ... * 
' volve the study of the ways.in which communications are m 
carried on, both within organizations and between or- f| 
' ganizations. Some knowledge of this area of cornplex ■.• 
organizations, then, should prove .to be useful to fiittire 
administrators. ■ ' 

Another content area idenrified -by the staff analysiiiS j 
consists of several subareas.or t^Uucs that ge^rally fit 
under the broad category of perSnnel management. 
Future administrators would benent from some knowl- 
edge of group dynamics and role Theory. A knowledge of - 
the manner in which professionals are socialized into - ■ 
their roles will be useful. Even more useful t(5*the future 
administrator will be knowledge of how to manage^pro- 
fessionals, in particular physicians, ;and an understand- . 
.ing of the typical "physician mentality." 

More directly related to traditional personnel manage- 
1 ment, future administrators will be' required to^possess 
knowledge in the area ofj personnel psychology. Most of • 
the traditional areas of 'personnel psychology will be . 
ifnportant: job analysis, "selection, placement,^ perform- ' 
ance appraisal, and so forth. Three areas vhll be espe: , 
cially irnportant:^a) recruitment of physicians; (b).njan- • 
agement of supervisory personnel; and (c) human rela- 
tions, includingiiob satisfaction and enrichment, training, 
and development. . • , 

• The Need for Additional Study 



Th6 resultsof this analysis ■sh6uid opt be giyen m.(^ 
weight, than they deserve— they are p^liminary implica\ 
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tions Only. Sirice Ihe current curricul^».hSs npt^en 
developed to serv?e as a basejine..it is not Hi^Ov^m whet^ 
the future proposed requisites are. inclucied in cyjp)rent 
requirements. In addition, it is notkndvyn wh^thCT^any 
aspects of current requiren;;n?nt5 will' cease to be inripor- 
tant in the training of future groypj practice administra- 
tors. It is hoped that future researcih uair 6r}cige these 
gaps. . 

In addition, the educational implicatiorisjnthi^'chapter* 
have been directed at an ideal situatfcn"! Part^this ideal 
involves a training prqgram'for a grbupp')?aictice adminis- 
trator w^o might enter the, field '^by Becoming tK^ chief 




administrator of a small to medium-sized group, or an 
assistant in a larger group. This admSiistrator would 
probably be interested in progressive^career advance- 
ment. Some off he educational implicatipns may not be 
appro priat e for the manager of a small group with three 
to six FTE physicians. In other, words, it is pp^ssible that 
size-dtfTerences exist that have differential iinpilications 
foreducatin^f^ministrators: It ha^ not been possible to- 
perform sufficiently^ detailed 2^nalyses in-order to define 
the^^i^cts of size olf group on educational implications; 
this ^ea of study yet remains to be done. 




CHAPTER 11 ' . 

CONCLUSIONS AND RECOMMENDATIONS . 



Some general conclusions and specific recommenda- 
tions can be drawn from the results of this study. These 
conclusions and recommendation$ relateUo administra- 
tion of and administrative roles in medical group prac- 
tice, to the education of group practice administrators, 
and to the development of curricula for preservice and 
inservice programs for the education of group practice 
administrators. Each of these three topics will be dis- 
cussed in this chapter. ' ' 



Administration and Administrative Roles 

It is felt that the Standard List of Administrative Tasks 
is generically representative of tasks performed in the 
admirristration of medical^ group practices. There^'are 
• probably not many medical groups in existence 'that 
perform all^of the tasks on the list; nor are there many 
'that perform only tasks that appear in the list. The list is ^ 
admittedly less" appropriate for the administrators of 
some single sp3ecialty groups, for example some path- 
ology and radiology groups; some of the task statements 
are not worded optimally for adnninistrators of univer- 
sity.-based groups. Howevef, the. task list yielded useful 
and valid data that were representative oLwhat many 
administrators of medical groups actljaHy'^. 

The role of professional adminisiraprs ia medical 
groups is broad; the role is affected or linfluencedih some^ 
way and to some degree 'by virtually every task in the 
standard list. In fact, if it is assumed that the adminis- 
trators who participted in the study are accurat^in their 
responses, and there is no obvious reason to think other- 
■ wise, then one conclusion that can be dtawn from the 
data is that many professional administrators are very 
near their limits^J^ involvement and periformance in the 
administration of iheir groups. Humans are very adapt- \ 
able animals, and administrators could probably function ' 
adequately bJeyondy^hat, at this time, might appear to be 
their limits, However, tliis is not the point. The point may ' 
> be exemplified by ^e fact that many ^oup practice ad- 
ministrators haul expressed the opinion that it is no 
Jonger as mucii "fun" io be an administrator as it once 
was. . 'V * 

If administrators^ are currently performing near their 
linife, then the fijtifre can not be encour?iging to them. In 
th6. future, administrators very likely will be responsible 
for more admtnistrative tasks and,, in' many cases, ti6ks 
different'from those in which they are currently involved. 
Thft pressures resulting from the situation in which fii- 
' ture administrators may find themselves most certainly 
will not contribute tojhe enjoyrT)ent79f their jobs. No 
proposal is bss^g made that efforts ^'hould be directed 
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• toward making administrators' jobs "fun" again. It is 
being suggested that eifforts be directed toward helping 
administrators cope with their current situations. and -v. 
tdward preparing them to cope with their future • 
environment. ' . . . 

The medical director in group practice can help both 
current and fijture professional administrators cope with 
* their environments'- and function in their roles. The re- 
sults of this study indicate that medical directprs have a 
definite role in the adrninistration of groups and can 
perform functions important and useful ta their groups. 
Currently, the princip2il role of medical directors in group 
practices involves the business-related niedical aspects 
of the group and the administration of personal and 
-interpersonal needs of the group's physicians and other 
medical staff. The future may see medical director? more 
and< more becoming administrators, and becoming in- 
volved in the traditional management functions such as 
planning, organizing, directing, controlling, and budget- 
ing.. 

The- results of this study, however, also suggest that in 
groups that currently- have medical directors, the co- * 
operation among them, the professional administrator, 
and the governing body is hot always at optimuni levels. 
There seems ^to be little overall agreement among the 
professional administrator, medical director, and gov- 
erning body as to who has chief responsibility for sat- 
isfactory performance of the tasks within th^^o up. The ^ 
small amount of agreement that does ;pxist 'relates to the 
tasks that everyone agrees are the responsibllty df 
the professional administrator. Agreement on tasks^tfie ; 
medical director,and governing lx>dy aiiflp responswl 
is typically Iqw, with the role of the medical director being J 
the least defined.' If group practice^is to effectivelui,re- f 
spond to such forgoes as increasing government rM^a- 
tions, increasing<{org2(nizational complexity, inoreafe^g 
consumer and union in volyement,vand increasing iriter- 
nal pressures, then it seemsL dbviOus that role^ ce- 
,:sponsibilities, and interrelationships be given critical 
attention.. . 

A greater degree of cooperation among professional 
administrators, medical directors, and governing bodies 
■ coGld be achieved if the roles 'of each were more specifi- 
cally defined. It is recommj|ndcd that a Concerted effort 
~ tie made to clearly define ahd.deveflop the jobs of medical^ . 
^i^ectors in groups and to further clarify their interre- . 
lationships with the joi>6jipf professional administrators ' 
and governing bodies. This, task should be accomplished 
to make the three roles^^syn'ergistic, and not inefficiently - 
competitive ,and redundant. C^ta have beerixollected in 
this study that, if used, wouldsttad to'the desired results. ' 
By using this data it .would be possible to produce a much ^ 
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more detailed description of the roles of medical direc- 
tors and their interrelationships to and effects upon the 
total a(dministratiori of medical groups. 

The Education of Group Practice 
Administrators 

Another way to help prgtessional administrators cope 
and function is have^Herft better prepared educationally, 
both, in terms oi preservice training and inservice, contin- 
uing ediicatioti. It has been the ultimate gd^l. of this 
project to. provide information that would help in better " 
preparing group practice administrators.- Howevej, fur- 
_^ther^arialysis oL^his studyjs data is require^d in_order to 
prov>ide information that would be most directly usefuWn 
the education of administrators. It is, therefore, recom- 
mended that additional study, based upon the results of 4 
this project, be conducted to define and develop educa- 
*tional material that could be useful^ the further devel- 
opment of both preservice and inservice curricula and of 
course materials for use by current and future adminis- 
trators. . , \ 

The next section on curriculum development contains 
some recomrhendations concerning how the results of ^ 
this project.might be further analyzed to produce curri- 
culum ^and course materials. Further study would also 
allow for the foilow-up or certain preliminary hypothe- 
ses suggested by the data. For instance, '^this study^^ con- 
tains no directly relevant analyses, bur cursory examina- 
tion of the dat^ co inpar ed w\h the Accrediting Gommi- 
sion's curriculum cnte^a (Accrediting Commission oh 
Education far Healj>T Services Administration, 19^6) 
suggests that much of the knowledge required by group - 
practice administrators is very similar to the knowledge 
required by health care administrators in general. On the 
other hand, the data also suggest that group practice - 
administrators require knowledge in some areas that 
other health care administrators do not require. Some of 
the obvious differences are, for examples (a) detailed 
knowledge of the organizarionaJ-structure and function 
of medical groups, (b) knowledge of marketing, and (c) : 
knowledge of the area of physician comp,(^nsation plans. 

Furthermore, some of the knowledge areas that ap^ 
pear to be the same may have slightly different, but 
" important, emphases. For example, it is iiTTpo^^ant for 
health care administratprs to know and understand the 
"physician personality and mentality," but for group 
j ce adm inistrators thi'sr understanding must go one 
further. The group^ practice administrator'-ridt^Qnly 
must understand the physician men{ality and befable to 
work with' physicians, but he must also be knowledge- , 
ablf of and be able to work within the pec ufiai; owner* 
production worker status of physicians in groups. ' 

Initial analyses indicate that differences in administra- 
tion and in roles associated with size are primarily in the 
magnitude of administrative invplv/ement^and'not in ac- 
tual content of the tasks. That is, groups of various sizes 
perform approximately the .^me administrative tasks; 
the differences associated with size are primarily in the 
degree of involvement of administratprS. Gpnsistentdif- 




ferences associated with payment mechanism do- exist 
for the content of tasks performed,, as well as for jhe 
involveme-nr of administrSttors. ; 
, Regardless of any differences ]n tasks perfornjied, ' 
~ there seems to be a common core of knowledge areas 
required of the administrators. However, even if iddi-- 
tional analysis positively identifies a cpre of knowledge 
afeas common to the requirements of administrators, 
'.regardless of size of groups or payment mechanisrn em- 
ployed by groups, two questions will remain to be an- 
swered: (a) Do all administrators, regardless of s^ze or 
payment mechanism, require, the same level of know- 
pledge andTinderstanding of the'core<areas? and (b) Do all 
• administrators, regardless of size ancl payment rnlechan- 
ism, require the same skills or skill levels with relation to 
the core knowledge areas? "^ 5 I r* 

With respect to both hypotheses (the one concerning - 
group practice administrators versus other health care 
administrators aftd the one concerning differences^ 
among different group practice, administrator^); initial 
impressions of the results- of this study suggest that: 

1. A core of knowledge/content area topics could be 
identified that might be common to the training Ineeds <ft 
health care administrartors, including group practice 
ministrators. This common core of knowledge micjht 
represent a fairly substantial portion of a grqup prac- 
tice aciministrator's training requisites. The core topics 
might possibly be appropriate for,mos,t group practice 
administrators, regardlessof the sizeof theirgrcupsorof 
■"the payment mechanism employed by their grjoups. 
, 2.' In addition to the common core of knowledge/con- 
tent areas, administrators in' each- delivery system, in 
each size category, and/or in each payment mechanism 
have the need for unique knowledge important to their 
. pcirticular situations. 

3. Even though a common core of ftfhowledge/content 
areas- coufchbe defined, the level of detail and sophisti- 
cation within each content area required by administra- 
tors might be different according 'to delivery system 
(group practice versus hospital versus long term care 
unit, and so forth), size of group, and payment^rt^<;han- 
nsm employed. Furthermore, the skills'ahd/,Orskm levels 
within each core cor\,tent area might also be different 
according to c^elivery system, size, and/or payment me- 
chcinism. For example, an administrator of a siriall group* 
may be required -to construct a job description. An ad- 
ministrator of a large group may.be required- to know 
wh^t a job description is, to know when one i^ needed, 
and to know how to delegate the task of constructing, 
one; he need not perform the actu^J construction him- 
self. ^ ■ . - y, 

The desire for further research is a standard recom- 
mendation resulting from studies such as this one, 'and 
additional research would be profitable. Ho^i^ver, som<2 
recornnjendations can be made now. These jre commen- 
dations ate importarttjegardless of ^hi^outcome of addi- 
tional study. Four sucH re'commendationsare as fallows: 

1. Students in health admiriisbatjo^jiirograrns should 
be made awar^ 6f the existence of me<|ical group prac- 
tices and the potential opportunities jih the field One 
. .mechanism by which this objective^cari^be accomplished 



is via practicing meditar group aj^ministrators speaking 
to students intjealtfr^administratibn survey ,gfr prosem- 
inar courses. '.^This mechanism has been employed in the 
past ^ut is currently not being used enough. More coop- 
erati(S!^ is needed among university programs in health- 
' administration (both undergraduate and graduate) and 
professional organizations representing uarioifs inter-, 
estg in group jMactice. ' / 

2. When basic, common core, knowledge/content 
. are applied in the classroom setting, group/ practices 

occasionally should be used in examples. Illus'tyative ex- 
amples afid some case study materials derrionstrating 
the use of management iDrinciples in group practice set- 
. tings shoy Id b€ developed and used. 

3. Extant and future faculty in-health administration 
proarams shoufd be made aware of the existence and 
imjSpBnce of medical group practices. They should also 
become sufficiently familiar with the operation and ad- 
.ministration of group practices so that examples and 
case*study materials relative to groups can be effectively 
utilized. Toward this end.yhealth administration ^faculty 
should be encouraged to'Secome substantively involved 
inxonsulting and research in medical groups. 

4. Organizations such as those alreadj^r meritioned 
should work towc\rd defining roles of. group practice 
administrators, developing both preservice and inservice 
curricula based upon the rojes, and fostering synergistic 

/ relationships among pfofessioigal administrators and 
medical directors in groupi practice. . ' 
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Curriculum Dcvclopmgit 



It has'been repeatedly re^ommeoded that further 
study of this project's results be conducted. This recom- 
' mendatioh has been heavily stressed because utilization 
of . tt)e)*esults for curriculum development* is important • 
and because there exis^ts the opportunity for developing 
a curriculum based upon empirical data. Educators, 
, training specialists, curriculum planners, and othersgen- 
. earlly agree that, when possiole, the first step in design- 
ing an educational or trainirigtprogram is to define the 
fole or job of the target positipia. Even when a role or joB 
is defined, however, the role descriptionsor job analyses 
are setdom ftjily utilized in the designing of courses or , 
curricula^ Reasons for, the underutilizatipn of the jempiri- 
cal data are many; among them are the .following: 

1. The process of relating curricula and courses di- ' 
rectly to job behavior and performance is difficulb 
and time consurning.^' 

2. Oftentimes, the specifications, of roles and jobs do 
. not leiid themselves to the required analyses. 

3. Role :Jd€^criptio'ns and. job anijyses/do not exist * 
. • for all jobs'.' ' 

4- Some educators and planners siiYiply are not inter- 
*, ' ested* in relating courses and curricula directly to 
* job bchaOior. V 
For wha'tever- reason^ not relating course Gontent and 
curricula to job "behavior and. performance may be what 
■ has* put educgtors too often in the position of defend-. - 
ing theirturrTcljfe against the criticismlihat qgtlfses arcf ' 
not applicable in the real world. ' 



As has be^ repeatedly emphasized, .the role descrip- 
tions comtained herein do lend themselves to the re- 
quired-'a'nals^ses; in fact the job desgpptions biave been 
developed specifically fo^such a purpose! Fuftherrhore, 
the specification of knolwledge and 'skills necessary to 
function as administrators of medicAl groups should be 
of interest and use to S least the fallowing: 

1. Tfie DHEW in evaluating university health care. j?id- 
ministration training (urograms and as a source .of 
data and inforjnation for use in its .decision mak-, 
ing processes.' - ^^ - 

2. Educators, of both graduate and undergraduate 
programs, for use with a minimum of translation 
in evaluating, modifying, enriching,, and planning 
their university curricula iii health administVation. 

3. ProJessional organizations an evaluating, modifying, 
■ enrjching, and planning their continuing education 

efforts. ^ . •■ ' . / . . 

4. Course and curriculum designers and plannei's in 
general as a procedural model of an empirical ap- 
proach to course design and curriculum planning. 

5. Other researchers, in ordei* to determine common: 
alities, applicability, and generalizability of these 
data to other jobs and industries. 

An appropriate methodological approach to the utili- 
zation' of this study's results for curriculum develop- 
ment might, include the following stepi:. 
1., An^yze the rnedical group practice professional 
administirators' role description and translate the 
tasks performed into a comprehensive, but parsim- 
onious set of terminal behavioral objectives. 
. 2. Perform iterative task analyses on the terminal ob^ 
jectives, in ordeV to -reduce each objective to ped- 
^ agogically pure statements of requisite knowlecfge 
and skills, ^d document the re^ci^ of each sue--- 
cessive iteration required. (See Davis,. 1974. and 
6$gne, 1970 for examples of the strat^^gy to be used 
in this step.)' V ■ V 

vXJDetcrmine if»the inventory of knpwjeoge and skills, 
stated as insikictioijaljobjectives, can^be ordered 
" into an hierarchy accqroing to tl;je most pedagpg- 
ically sound point of emphasis, as'inflicated by the 
followirig-categjpries; 
a. Pf^ervice education " . . 

1) Undergraduate level , ' : ^ ^ 

2) Graduate jeve^ ^ / . . 

hi Inservice tr^^ing (cohtinuiqg education) ' 
. U^n hierarchy cSan be defined, do so. Use as back- 
up'data apd support for the taxonomy, results frpm 
the current study related to differences in rdles 
associated witjh sizes of gr6lips, payment mechan* 
>^ ism, and administrators' education^ level.. 
4. Establish and use panels of consultantsv.consisting 
of: professional administrators and education ^x- 
: ,perts, to assist in 1, 2, andS abover and to ^aluate' 
the results of the -analyses. ^ / 

The results of 'such ^ effor*'will produce.a systema* 
tiied and cataloged inventory, which could possibly be 
taxoriofnic in structure^,'' of Imowledge and skills neces- 
sary to function , as a profeiissional. administrator of a 
mq^cal group practice. , The full, potential of this project 
and its results will then b^e^ rtto nearly realizecl. 
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FOUNOCO \%2t 



NATIONAL ADVISOflV COMMITTEE 



WHIum O. 8«rrv - 
lExacuiiwi Oirtao? 
Jotiin Oimc 
Soston, MsiuchuMiif 



M^dkal Grbyp Martagement AssocidJ'ioii 



Septjsmber 1975 



■ : { 

CENTER FOR RESEARCH IN AMBULATORY; 
HEALTH CARE ADMINiSTRATlON \ 

41o||e. LOUISIANA AVE. f . '".^ 

.DENVER, COLORAOO 802225. .v* 
30.3 / 753-im 



Rob«rT F. Allison. Ph D. 
Attittant Proftttor 
Univvmty a* Michigan 
Program m Buraau of 

HotOKll Admimttrition 
Ann Arbor, Micri^gan 



Rototft A. Dtvn«» 
Program Otrtctor 
W. <. Ktlloq^ Foundation 
Batter Cr««k. Michigan 



David A. Laonard 
Admtmttrativt Asioaatt 
Mayo Clinic 
Rochtttar. Mmnatoia 



Kane W. Pwttrwn. M.D. \ 

A^0C4att DirfCTOr 

Auoaatton of Univ^rtiiv P''ogrann 

in Haalfh Admimstrition 
Washington. D.C. 



Conjrid Roianbarg. M.D. 
A^adicai Octctor 
Community Haatih Program 

<3t QuaanvNalsau, Inc. 
Naw Hyda Park, Naw York 



We would like to request your participation -in a significant 
research project involving MGMA members, medical directors, ' 
and* chairpersons oKaoverning bodies. ^ ; . - ^ 

The Center for Res^^'jjteh in Ambulatory Health Care Administration, 
the research affililt^ of MGMA, has been awarded a research . 
contract to study the roles of administrat6^s in medical .group 
practices. Your parti cip^ati on in this projecf^wi 1 1 lead 'to 
improvements in educational curricula and continuing education , 
programs for group practice administrators^ 

Jh4 project has been approved by the Joint Research Committee 
of the American College of Clinic Managers and the Medical Group 
Management Association. It has also been endorsed and. has the 
full support of MGMA President, Raymond A. Howe, and the Execu- 
tive Council . . 'k ■ ' 



Rockv¥«U Schuiz. Ph.O. 
Oiracior 

Health Sarvicts Administration 
Univarsitv of WUcontm 
Madifon. Witcontin 



Carl H. Slatar.- M.D^^ 
Auittant DirtcTi 
Un(v«ni(v of < 
Oanvaf . Coiora 



>r»d3^ 



Graduatt Educatloa ■ 
o Madical Canrtr 



vargtl n; SIm. M.O. 
Pt»«idt«i i 

Comrmasion of Proftttionai 

and Hdtpinl Activitttt 
Ann 'Artaor; lt|^criigin 

Oonakj V^. S^^rr 
BuliHItf Managar ) 

Tueioo Clinic 

Tucson, ATlXonar . 



1/ you take the time to complete the enclosed questionnaire, we 
think' you will find it interesting and -informative. Numerous 
administrators have tested the questionnaire so you should find 
it' practical and relevant to your positicfci and organization. . 
In addition, w-hen you complete and return the questionnaire, you 
will have an impact on the final results. On the other hand, if 
you choose not to participate in thjis study, a description of 
group practice administration will be developed without the benefi'jt 
of important and unique information about you, your position, and 
your group. We will proyf-de all .participants with a summary^ of 
the pr^iminary results obtained from the administration of this 
c^uestionnaire. ^ . , ' « 



[Yftu will find^enclosed three questionnaires. If you agree to 
complete your questionnaire, we would like to ask your assistance 
in securing the. cooperation of your Medical Director (if your 
groijp has a person so designated official ly ) and the Chairperson' 
of your Governing Body by passing on the questionnaires to; the 
appropriate physicianCs) . We would greatly appreciate your 

, - '97 ' . . ' : A . ■■ 
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CURRENT TRENDS, FUTURE A0Mlf4lSTrtATl VE ROUES AND EOUCATIQNAU NfEtOS, r 



September 1975 " ' ■ . - / _ ^ . ' ^ - 

Page two , ^ \ , . / . 

■ • r • • ' ' . ^ ' 

helping us in^^this matter , /since orletof the more .interesting 
aspects of the study wlrlcl be, t^e j^'nvestigation of adminis'tratiye ^ 
interactions among lay- administritorrs, medical directors^ and* 
governing bodies. In this respect,, participation by medj^l 
di rectors' and goveniing bod:;^ ,cha\r^^^^^ 

.greatly,/to the scope and quaHty oKt^^^ sti^dy. • . - 

We apologize for the lengtji .of%he^e<^ but. adminls- 

. tration is a difficult topic to Study^ ahd%diTiinistrat in medical 

groups is no exception, Howeyer/ we feel tpit.our approach >s ' 
^especially sound and will yield useful and practical information, 
/^We are certainly ctjnvinced'' of the va^e of our s^tudy, and hope" that 
.you are also convinced enough to complete the questionnaire- / 

5. If you have any questions, please feel free to contact td Morita, ' 
/ Assistant: Project Director, at the MGMA/CRAHCA offices in Denver, 

As is uSual with everyone these days, we are working under a 
severe time constraint. We Would ''greatly .appreciate your completing 
\^ the questionnaire and returning it to us i'H the enclosed lirepaid' 
.envelope by September 23, '1975, . 

Thank rY^u.-v ;■ ^ 

^ Best Wishfis, - , . .. 



William D, Barry ' 

Executive Di reatd^4irrJosl in Diabetes Foundation 
Chairman, Nation^lji^dvispry Committee 

Enc;'" ■ • ^ 



P,S, Our Advisory Gomrriittee members have very generously given ^ 
their time, and, ijitenest to the project; Now we need your 
help to make the study success worthy of being, associated 
with MGMA, }\ 
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vSTATEMENTOFCONFIDENTlALrrY ^ 7 

Cohfidtntial — All information which would permit identification m an individual 
or aVi establishment will be held confidential, will be used only: by persons en- 
gaged in and far the purposes of the survey, and will not be disclosed or released 
to other .personS'Or used for any other purposes, > - ^ \- • 



i 



> ■ 



ERIC 




100 



7 ■-. 



I. biogrAphical ■ . " .J ' • '* • ^ 

1. Year 'Bom ^ 

Education . ■ / •' ' . , 

' . ■ . - ' ■ ■■ • ■■ 

• " ■ ^ • ^ i . • '• ' ■ , . 

Z/\ Please, provide a brief summary of your educational experiences: 

• * , Degree . ' - • Major , Year Received 



3. Are. you presently- working on any additional degrees? »/ 

No 

. V* ' • ' • ■ ... 0 Yes 



□ 
□ 



7 

What major area? 



If yes," what degree? 



4. How many professional continuing education seminars^have you attended 1n the last 
four yeajj^? j ° 



Numfinr 

Experience . ' . 

/S. Please indicate below your past professional work experience (^ot necessarily health 
related). Please be as specific as possible.- Start with present position, and list 
(nost recent first. ^ 

\ . • ' , Oatfts 

Industry Job Title From To 

Present 



II. ORGANIZATIOHAL INFORMATION . 

S.^What do you consider to be the governing body of your organization? (Please specify 



«p3Jt name. } 



Jinsu^r a\l of ths quantions in this survey partairtiTig to tka govami-ng body baaad ar( your 
reaponaB dbova. . 

: 7/ Are the authority and duties of the adniniltrator (business manager) defined 1n a 

written statement, such as a job description? p— I 

■ > , • ■ - ' . I— I 

. ■. ■ ■■■ ■ . ■ ■ ■ '« ■ ■■ □ 



FRir 



If yes, please attach a copy. 

; loi 



8. How many hoi 



In a (ypic a^ w< 



9. . To whom So you report? 



week do you' spend as a 




practice adrijinistrator? 



Hours 



Posltio 



10. Who has fiscal responsibility In your group? (If fiscal responsibiVity 1s shared/check 
as many as are appropriate.) ■ ^ ■ 



Capital 
Expenditures 



. Supplies 
Recurring Items 



A.- Lay Administrator: 

J 8. Medical Director: 

C. governing -Sody: 

D. Othfer, please specify: 



□ 



□ 
□ 



11. -To what extent are you consulted in the personal business affairs of the physicians 
, (e.g. / income tax, insurance, investments, etc.)? Exclude fringe benefi t programs 

of the clinic. * - — ' 

. ' ^ . / A. Never ^ Q 

, (/ " ' B. Seldom- 

C. Often ^ ' Q 

J . V • D. A great deal '-[ZJ' 



12. 



During what hours are the following services provided in your group? (Do not 

include on-c&ll hours.) ^ 

^ . ^ Full Service Limited Service 

From To From , To 

A. Monday - Friday 

■ . . ^ — 

B. Saturday ' .. \ , , . • .. . 

C. Sunday • ' /' ■ ^ ' \ . ' 



13. What is'yojir group's present normal staffing level in terms of full-time equivalents? 
IFTE» see. ^example' below.) 



A. Pliysi clans: * 

Total 
•'Fined 

I Vacant 
8.f Mon-phy$ic1an employees: 



. Physician 
Members 
(Participating) 



Physician 
Employees 
(Salaried) 





, — PT! 

Convert all phymvaicnB to full^tiM ^qicivdUnt. If anm ^or raort ph^Haiana iMrr with th4 
orga ni zation than thM full ysar, gntsr .tha total mgrb^r of tim fraatipnal amount. 
If dn$ or moTt doetCTB ar€ working les9 than fult^tihta, «nt«r' ths aquivalmt fraotional 
amoimt$^ 5m 4xcmple: 

,• • . ♦ • . 

Zmpl€: l p€raon wor^ng full-time, full year^ 1,00 
\, 1 pmrfion working half^tvm^ full yaar »S0 
1 p€r8on working fulXrtim'i 9ix niontha . .SO ^ 
1 paratn working full^tima, thr^a morvbha . \2S . . 
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14. Is your group presently: 



A, Decreasing in size 

B, RemaDiing stable in sl;^, 
Growing in size . • 



15, Wha.t is the amount of gross operating revenue generated "by your* clinic medical staff 
per year? * > < ; j • 

* * ' . ^ . Gross Optrating Revenue 



16. 'What percaint of your gross operating revenue is attributable to pre-payment or a 
. capitation basis of care? (Do not count advances' on maternity costs. Blue Cross/ 
Blue Shield, or other third party payers as pre-payment,) 



17. On the average, what is the combined total number of patients seen per day by all 
physicians in your„group? (Profejsional service visits only. Do, not include X-ray, 
lab, or testing services. ) ' .. 



• Pi'tltnts per Day ' 

,3. Are there any clinic offices or satellites in other than the main clinic location? 

□ 



If yes, what is the distance from main location? 

First satellite: 



If there are more satel 



lites{,'pl 



Second satellite: 
ease indicate below: 



Yes 



Q 



19^ . Please list below your standing clinical and management cotnnittecs: 



CliniCAl Conmittees 



Management Conmittees 
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III. STANDARD LIST- OF ADMINISTRATIVE TASKS ' . • f . ' 

. — ^ ^ — — ^ — ^ ■ ■ ■ ■ " 

"• This, section con tairi^" a. Standard Lis-t of Administrative TasRs th^t are fcommonly^ 

' . . . ■ . - . ■ ■ , - ■ ■ 

performed in health care "delivery orgai}izations. Please ii^icate for each of 

; the tasks" the following infarrhation in 'the appiK)priate columns: ' . 

' ' ^ ■ \ ' , ' : ■ 

!• ^ •Indicate if the^fask is perforirjed in your medical group. If the 
' * , . 'task is not -'performed in your group j circle "1" for that task and 
^ go direcily to the mext .task statement. > . ^ 

' If the task is performed by someone in your group, incjicate who . 

V/^ir is chiefly responsible /or satisfactory performance ''of ""the; task 
* ' i^n your group according to the follow|ng key^ , . • , 

^ , NO = No one 'in your organization r ; 

- ' LA =lLay Administrator 

.MD = Medical Director, (not simply any physician)' - 

- GB = Governing Body ' , 

''Other = Sonieone' other than the Goyerhi\ng Body, Medical . 
^ . / Director, or Lay Administrator 

^ . — ' -' ^ ^ ^ " ' • ' ■ . 

^3. Regardless of whq^is chiefly -responsible for satisfactory performance 

. " of the task y. please indicate the extent of ^cn^ personal involvement^ 

• , ' "in the -performance of the task, on the scale ranging frpm^^np personal 

■ : r , involvement'* "(1) to "high persori*al invol^vem^nt" (5). ^' 



X 



Remember^, if .you circle a "1" in Column 2 (indicating that the task is no$ 

^ • ^ • ■■■ ^ ■ « _ ^ ■' ■ 

performed by anyone in your gr^^)j, you need not ccmplete "bclumns 2 and 3 
for that item. ^. . _ ^ ■ / ' 
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. , • STANDARD LIST OF ADMINISTRATIVE TA^KS 




' / 




NO • NO Ont 

LA • Liy Adorintstrttor 
MD • Mtdlcal Dirtctor 
/ Sa « Governing Body 
(Wwr - cm«r 

t 


1. ■ 

13 Wilia b(uN 

performed in 
your group? 
(Please cfrcle one) 

No Yes 


2. Who is QhUftif ' 
responsible for 

54 ci 5Tac wurjr pcrTor- X 

mance of this -task \ 
in your, group? 
(Please circle one only)* 

NQ U MD . GB: Other 


3., 

To what extent are 
you P'dvsonatlj/ 
involved in performing 
this task? , ^ 
(Mease circle, one) 

No • High ' - 
F^ersonal "^Personal 
Invplvement Involvement 




1. Collect information, process and evalu- 
ate Information, and/or maJce recom- 

might affect patient demand for your 
group's services, e.g.: 










^ 1 \ 1 b 

t 


—I 




a. ISeneral tr#inds in •nvlmnfMn'f 
■ 'S- {e.*g. , populat1bn"*census and dejno- 
graphlc data, social factors, eojn* 
omic. data, etc.). 


1 


2 


1 2 3 4 155 








K 

b. Legislation and regul-atlons (e.g;, 9 
NHI 4. HMO legislation, MEDICARE-^'- ■ . 
; MEDICAID, etc.). . 




2 


12 


3 4 5 


1 .2 3 4 


.' 5 ' 




c. Your group's "competition* '.(e.g. , 
other medical groups, hospitals, 
etc. ) . 


1 


2 


1 2 


3 4 5 - 


1.2 3 4 


5 




WW 1 icww 1 II I wi iiQ wi uii , pruwCd^ ailB CVAIU* 

ate Information, and/or make recom- 
mendations relative to' factors that 

iMi.s^iib^ju i Wile uiQiincr in wnicn 

services areNperfdered In your qrouD. 
e-g-: 












• 




a. iiWf ucu 1 1 C^UIt«MJenb 0x10 (jrw^CQUiC3. 


'1 


'2 


1 2 


3 4 5 


.1 2 3 4 


5 ^ . 




b. New non-medical eguioment and oro- ^ 
weuures \e.g. , runK, ^peroi 1 1 , evc^ 


1 


2 


1^2' 


3 4 5 


1. 2 3 4 






c. Legislation and regulations (e.g., 
PSRO, third party payor accountabil- 
ity regulations, etc.). 


1 




1 2 


3 4. ,5 


/l 2 3 4 


5^ 




d Tn'fciirn]i1 nT*fif^4oc (ma r\»^'{mn't 

u a Ail WBI 110 1 ^1 uwCSdCd y 6. ^ . , b i cn b 

flow, overtime, cash^Mow, etc.).^^ 


1 


2 


1 2 - 


3 4 "S 


12 3 4 


5 




3. EstabHsh/aporove your group's Dositlbn 
on issues related to the practice of 

iwu 1 s* 1 iiB in jfvjur ^rvup \c^., rvnv^ 

accountability, 1 i censure/certifi- 
cation, etc.) • — 


- 1 


. z 


1 2 


3 5" 


12 3 4 






~. wow I t^n/ Q\i}ji \jy^ jfuur ^lUUiJ a 0ua l bl Ml 

on Issues related to the business 
optratlons of your group (e.g. » 
taxes, Superbl 11, etc.). 


1 


2 


1 2 


3 4 5 ' 


1 2 3" 4 


5 




5. Attempt to influence the outcome of pend- 
ing legislation or regulations that 
would affect your group practice. ' 


1 


2 


1 2 


3 4 "5 


1 2 3 4 


5 ■ • 




6. Establish/aoprove the need to reolace 
' existing or purchase additional 
medical equipment. 


1 • 


2 


^1 2 


3 ,4. ■ 5 ' 


1 2 3, 4 


5 




7. Establish/aooFOve the need to reolace 

existing or purchase additional non-' 
medical eouioment and/or services. 


_ 1 . 


^ 2 


1 t 


3 4 5 


r 

• 1 2 34 


• 

5 ' 
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1* 



' ' ' . * . ■ 



1 

1 • 

( 




•U^: NO • No Ooc < 

LA - Uy Adslnlstrstor 
MO ■ Mtdlcil Olrtctor 
G8 ■ Govtming Body 

^ Oth«t ".Othir 


1. 

Is this task 
performed in 
your group? 
(Please circle oneii 

. ../ 

MO Tes 


2. Who Is cki^flv 
responsible for ' 
satisfactory perfor- 
mance of this task^ 
in your group? 
(Please circle one only)* 

' * . *' 

NO U MO 6B Other .. 


3- 

To what extent are 
you persoTyoLlly 
involved in performing 
this- ta^k? , ■ 
(Please circle one) 

No High 
• Personal Personal 
Involvement Involvement 


\8. 


* 

Negotiate purchase p/lce/contracts for 
supplies, equipment, and/or non- 
(nedical services* 




1 


2 




4 




1 — 

1 


2 


3 


4 


5 • 


9. 


Approve purchases of eoulianent oii 

servlcas costing In excess of $l,00a 


1 2 . 


1 


2 


3 


4 




1 


2 


3 


.a" 


10- 


EstabHsh/apDrove: 


























a. 


Criteria for quality care. * 


1 2 


1 


2 


3 


4 


5 


1 






4 


5 • 




b. 


Policies governing your group* s 
organizational structure and ^e. 




1 


2 


3 


4 


5 


1 


2 


3 


4 


5 




c 


Policies governing the number and 
kind of patients that your group * 
will serve. 


1 2 ' 


1 


2 


3 


4 


'5 - 


^ 1 


2 


3 


4 


5 




d. 


Policies governing the growth or 
reduction in the number of -physi- 
cians in your group. 


I 2 


1 


2 


3 


4 ' 


5 


1. 


2 


3 


4 


5 


1 


e. 


Policies governing the growth or 
redudtion in' the number of adminis- 
tratbrs in your group^ 


' 1 2 / V-'^ 


.1 


2 


3 


4 


5 


1 


2 




4 


5 




f. 


Policies governing the specialty 
nrix of ^your group* s physicians. 




1 


2 


3 


4 


5 


4k 

1 


fa . 
2 


3 


4 


5 ' 






Financial policies^! 




1 


2 




4 


e 

9 


q 

i 






4 


5 






Accounting policies. 


i 2 




2 


3 


4 


5 


1 






4 


5 






Physician personnel policies. 




X 


2 


3 


4 


c 


1 


9 




4 


5 






Nor^physidan personnel policies. 


.1 2 




2 


3 


4 


5 


1 


2 


3 


--4—5 


11. 


Develop long-ranqe naster olans Te.c^.. 
facility, financial, etc.). 


1 9 


; 1 


2 


3 


4. 


c 


1 


9 




4 


5 


12. 


Approve lono ranae master olans fe.q. . 
facllityi financial, etc.). 


1 2 ^ . 


1 


2 


3 


4 


5 


^ 1 


2 




4 


5 


13. 


Search and negotiate for Investment 
capital. < 


1 2 


1 


' 2' 


3 


4 


5 


1 


2 


3 


4 


^ 5 


14. 


Aoprove vour orouo^s ooeratlno bud^at. • 


' 1 2, 


1 


2 


3 


4 


5 




2 


3 


4 


5 


15. 


Oeveloo. »^v1ew, and/or revise standard 




























operating procedures for: 












r 














a./ 


Delivering patient care. 


1 .2 ' 


1 


2 


3 


4 


5 . 


\ 


2 


3 


4 


i 




b. 


Physician personnel admirti strati on. 


12 


1 


2 


3 


4 


5 


1 


2 


3/^ 


4 


5 


1 

f 


c. 


Noh«phys1c1an personnel adminlstra-^ 
tlon. : 


' 1 2 


r 2 


3 


4 


5 


1' 


2. 


3 


4 


5 




d.; 


Utilization control (non-phy$1c1an). 


■ 1 ' 2 


1 


2* 


'3 


4 


.5 


1 


2 


3 


4 


5 




e. 


Cost controls. 


1 2 . , 


1 


2 


3 


4 


5 


1 


2 


3 


4 




O 
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*Uy: NO » No On« 

LA - Uy Adalnlstritor 
HD -'Mtdl^J Olrectflr 
^ ■ Sovtming Sody 
Othtr • OUnp 



15. 

/ 



Conti nued. 



.16. 



f. Billing and collecting/ 

Interacting and dealing with out- 
side agencies, r 

h. Gathering, process1ng,\and evaluating; 
information ,ifl^or4ant/to your group. 

Approve standard operating procedures 
(new or revised) for: 

a. Delivering patient care. 

b. Physician personnel administration. 

c. Non- physician personnel administra- 
tion. 

d. Uilllzati on control (non-physician). 

e. Cost controls. 

f. Billing and- collecting, 

g. Interacting and dealing wi^th out- 
side agencies. 

' h. Gathering, processing, and evaluating 
Inforuation Important to your group. 

17. Enforce adherence to^st^dard operating 



procedur^-.^,: 



a. Physlclitf'fenbir^ (participating), 

b. Physician eisn^dyees (salaried), > 

c. Nurses- and medical technicians. 

d. Receptionists, clerics, and inalnten^ 
ance ptfrsonnal, < 



a^. Adni ni strati va staff, 
id. Develop physician staffing plans. 



19. Develoo non-physician staffing plans. 

20. Appr^Vf^ ^f f i nq plans, ' 



21. 



Develop, review and/or revise Job speci- 
• t1 cations, J 00 descriptions, and/or 

Job standards of: 

a. Physician membert (participating), 

b. Physician empWyees (salaried), 
c^ Nurses and medical technlclaffs. 

d, Raceptlonlsts, clerics, and mainten- 
^ ance personnel, ^ 

ERIC 



Is this t^sk 
performed in ■ 
your group? 
Please circle 



one) 



No 



Yes 



2 
2 

2 
2 

2 
2 
2 
2 



2 
2 

. 2 

2 
2 
'2 
2 
2 



2' 
2 

2 ' 



2. Who is <MAflii < 

responsible for 
* 'satisfactory perfor- 
fliance of this task ' > 
In 'your group? . \ 
(Please circle one onli/)? 



NO U MO ^GB Other 



, - l ' 2 

07 -110^ 



3, 



r 2 

1 



2- I 

2 3 
2 3 



2 3 
2 3 
2 3 



3 ' 4 



^No^ High 

Personiir Personal 

Involvement Involvement 

■ i 1 ■ I I . 



1 2 '3* 4 5 

2^ 3 A 5 

Z <Z 4 5 

2 3 4 5 

2 3 4 5 




To what extent are 
*!/cu peraonally 
1 4-,!«|yg^ perfdming 

'task? 
e circle one) 




2 

Q 

2. 



2 3 

2 ;3 

2 3 
2 3 
2 3 



2 3 
2 3 
2 3 



4 
4 
4 



12 3 4 



5. 
5 
5 
5 



2 3 4 5 



4 5 
4 5 



5 



1 K 



. ■ 1': 



•Xcy.- NO - No On< 

LA ■ Liy Adninlstrttor 
^ HO - Htdia) Dirtctor 

. Other " Oth«^ 



22. 



Approve* job specifications. Job descrip- 
tTohs,. and/or Job standards (new or 
revise!) for: 

a. Physician laenbers (participating). 

b. Physician ei^loyees (salaried). , 

c. Nurs^ and medical technicians. 

d. Receptionists, clerks, and mainten- 
ance personnel. 



. e. Administrative staff. 



23. 



Develop,- review, and/or revise payment 
plans/salary schedule^ and benefits 
for: ^ 

a. Physician racjnbers (participatingr.fc 

b. Physician employees (salaried). 

c. Nurses and medical technician^. 

d. Rfceptionists, clerks, and mainten- 
ance personnel. 

24.' >Aoprove Payment plans/salary schedules 
"Tan? benefits (new or revised) for: ^ 

Physician menibtrs (participating);' 



a. 
b. 
c. 
d. 



Physician, employeer (sallied).. 

Nurses an^ medical /technicians. 

Receptionists, clerks,*and. mainten- 
ance personnel. 



25. 



2lS. 



e. AdBinistrative staff. 

Recruit the following to fill opiriings 
' TfTyour organization: • 

a. Physician members (participating). 

b*. Physician emplpyeet (salaried)./ 

Nurses and medical tecl^iclans. 

d. Receptionists, cleHcs", an<d mainten-^ 
anee personnel. 

NelStiate salary|#and benif it contracts 
with organiad groups of personnel.. 

Approve contracts -^with organized groups 
. of personnel. # - 
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-Is tftis task 
pierformed in 
your group?' 
(Please circle one) 



No 



Yes 



2. Who is ckUfLv 
responsible for . . 
satisfactory perfor- 
mance of this tjsk 
in your ^foup? 
(Please circle one cmiy)^ 



NO LA NO. GB O^er 



1 " 



2 

2' 
2 

2 
& 



1 

1. 



■ 2 



.1 



z 

2 
2 



1 
1 

1. :■ : 
'.1 . 



. ■ Z 
* 2 



it' 

.2 



J. 



. 1 

'■ 1 

■ V. 

'V 



t 
z- 
'z 

2 

.2 

2 
'2 

V 

2 
2 
2 



>3 



1^8 
111 . 



4 
4 

4 

4 
4 



4 
4 
4 



4 

4 

4 
4 

. 4 
4 
4 

4 
4 



5 
5 



5 
•5 

5 
5 

5 
5 

• .J 

■ a 

5 
5 
5 



To what extent arje 
you v^rsonally 
Involved in performing • 
this task? 
(Please circle one) 
+ 

M . -^High'. 
Personal^ Personal 
Invo 1 vement I nvo 1 vement 



f— i h 



3 
3 



4 
4 

'4- 

4 

•4 



4-2 3 



4 ^5^ 
4 5 



I 
I 
1 

1 
I 

1 

}\ 
1 



2 
2 
2 

2 
2 

fv 
2* 

2 * 

2 



3 
3 
3 

3 
-3 

.3 
3 
3 



4 

4 
4 

4 

4 
4 




5 

i' 

5 

5 
5 

5^. 

5 

5 

5. 

5 

5 



*U^: NO - Ko Ont 

LA " Liy Adainlstritor 
^ HO - Htdia) Dirtctor 

■ Gov«m1n9 Body 
. Othtr • Otli«^ 



-Is tftis task 
piferformed In 
your group?' 
(Please circle one) 



22. Approve' job specifications. Job descrlp- 

tTohs,. and/or Job standards (new or 
revised) for: 

.a. Physician nenbers (participating). 

b. Physician ei^oyees (salaried). , 

c. Nurs^ and medical technicians. 

d. Receptionists, clerics, and mainten- 
ance personnel. 

e. Administrative staff. ^ 

23. Develop; review, and/or revis'e payment 

plans/salary schedule^ and benefits 
for: ^ 

a. Phys-iclan raembefs (part1cipatingr.i 

b. Physician employees (salaried). 

c. Nurses and medical technician^. 

d. Rfceptionists, clerks, and mainten- 
ance personnel. 

' ' ^ 

24. ' >Approve Payment plans/salary schedules 

an? benefits (new or revised) for: ^ 

a. Ph;^1c1an menibtrs (participating);' 

b. Physician, employees' (sallied),. 

c. Nurses an^ medical /technicians. 

^ d. Receptionists, clerks,*and,ma1nten- . 
anct personnel. , 

e. Administrative staff. 

25. Recruit the following to fill 'openings 
" ^frTyour organization: • 

a. Physician nenfaers (participating). 

Physician employees (salaried)./ 

^ Nurses and medical teci^i clans. 

d. Receptionists, clerks", and mainttn-^ 
* anee personnel. . <. 

2I5. Ne^tiate salary^fand brnkfit contracts 
with organlad groups of personnel.. 

Approve contracts -^with organized groups 
^. of personnel . . ^ . 



No 



Yes 



2. Who 1s i 
responsi 
satisfac 
rnance 0I 
In your 
(Please ci 



NO U 



I. 



2 
2 
2 

2 

& 







' 1 

8 


2 


1 ' 




1 


2 


1 ■ 




1 


' I 


I: 




v 


2 



^' .1 2 

.4 2 

■-2'. 



fir 



1 . 



T' 2 



. 1 
1 

'V 

•«r 1 
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32, 



NO • Mo On« 

U i» Uy AMnlitrttor 



I p Mical Olrtctor 



28. Aoorove ap'j^lntmefit/hlrlng of : 

" a. Physician rnanbers (participating). 

b. Physician «n0loyee5 (salaried). 

c. Nursts and medical technicians. 

d. Rectpt1on1s:bs, clerics* and malnten* 
ance .personnel. 

e. Administrative staff. 

29. Approve end of probationary appointments 

for physicians. 

30. Negotiate contracts with physldaps who 

wish to Join the group. 

31. Orient and tr^1n new personnel: 

a. Physician members (participating). 
Physician employees (salaried). 
Nurses and medical "technicians. 



33. 



ERIC 



Receptionists, clerks, and mainten- 
ance personnel. 



Survey the job satisfaction of: 

a. Physician members (participating). 

b. Physician employees (salaried). 

c. Nurses andf, medical technicians. 

d. ReceptionHts, clerks, and mainten- 
ance personnel* 

e. ' Administrative staff.; ^ 

Conduct job perfomnce ^valuations fpr 

a. Physician members (participating)* 

b. Physician enployees (jialaried). 

c. Nurses and medical tethnlclans. 

d« Receptionists* clerks^ and mainten- 
ance personnel. 

e. Adminiitratlve staff. 



Is thIs taslJ 
performed 1r| 
your group?/ 
(Please circle one) 



No 



Yes 

z 

2 - 
2 

2 
2 

2 

2 

2 
2 
2 



2 
2 
2 

2 
2 

2 
2 
2 

2 
2 
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2. Who Is ^rcUfU ' - 
responsible for 
satisfactory perfor- 
marvce of this task 
1n your group? 
(Pleas'^ circle one only 



NO 1ft MD G8 Othi 



V 



2 
2 

2 • 
2 

2 ' 
2 

2 
2 
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To what extent are ^ 
you pmrvoTVilly 
Involved In performing 



th 
(P 



ta^k? 
ease circle one) 



No 

Personal 



Invo 



vement 



2 
2 
2 

2 
2 

2 

2 

2 
2 
2 



HI. 
Personal 



ol vement 



'5 
■5 
5 

5 
5 

5 

5 

5 
5 
5 



5 
5 

5 
9 

5 
6 
S 

S 

5' 









5 
























' *Uy: MO • HO On* 

LA " Liy Advlnlstntor 
m ' Mwl1c4l Olrtctor 
6t ■ fiov«m1n9 Sody 


I. 

Is this task 
performed In 
your gft)up? 
[Please circle one) 

No Yes . 


2. Who is ahUfly 
responsible for 

" satisfactory perfor- 
mance of this task 
1n your group? 
(Please circle one only)* 

NO lA m GB ^ Other 
- - — - — ' 


3. • ' . 
To what extent are 
you p€Tyonatly 
InvoYv^ In performing 
thl5 task? 
(Please circle one) 

No ' Hl^h 
•Personal Personal 
Involvement Involvement 

1 r 1 . 1 


34. 


'Approvt promotions of: 






1 i 1 




J 




k. Ptiyslclin ntab^n (participating). 


1 2 


12 3^5 


1 2 : 


1 4 


5 




b. Physician eoploj(tts (salaried).* 


1 , 2 


1 2 3 '4 • 5 


1 2* : 


1 4 


5 




c. Nurses and medical technicians. 


1 2 ' 


1 2 3 4 5 ' 


1 2 : 


1 4 






d. Rectptionlsts, clerics, .and mainten- 
ance personnel. 


1 


1 2 3 4 5 


1 2 ^ : 


\ 4 


5 




e. Administrative staff. 


1^ 2 


1 2 3 4 5 


I 2 : 


\ 4 


5 


35. 


Apprpve disoHssals and terminations of: 














a. Physician employees (se^laried). 


1 2 


1 2 3* 4 5 


1 2 


I .4 


5 




b. Nurses and "medical technicians. 


1 2 


1 2 3^ 4 5 . 


12 


I 4 


5 




c. Receptionists, clerics, and mainten- 
ance personnel. 


1 2 


1 2 3 4 5 


•.•12-: 




4 




d. Administrative staff. 


' 1 2 


1 2 3 4 5 ^ 


1 2 


3 4 


5 


36. 


fiegbtiate dissolutions from the ilienber- 
ship of physician members (partici- 
pating) who leave the group. 


1 2 


1 2 3 4 5 


I 2 


J A 


5 -r 


37. 


Interpret group policy and clarl^ pro- 
cedures fon staff and employees. 

. ^ 


1 2 


1 2 3 4 5 


12: 


J ' 4 


5 


38. 


Counsel, to usist with personal 
problems: 














a. Physician members (perticlpating). 


1 2 


1 2 3 4 5 


1 2 


J 4 


5 




b. Physician employees (salaried). 


1 . .2 


1 2 3 4 5 


1 2 


3 4 


5 




c. Nurses andmdical technicians. 


1 2 r 


1 2 3 4 5 


1 2 


3 4 . 


5 




d. Receptionists, clerks, and meinten- 
ance personnel. 


1 2 * 


1 2 3 4 S 


1 2 , 


3 4 


s 


39. 


Medl ate/a rbitrete interpersonal problems: 














a. Among physicians. 


1 2 


1 2» 3 4 B 


12, 


3 4 


S 




b. Among nurses and medical technicians. 


1 2 


12 3 4 5 


1 2 


3 4 


9 




c. Among' receptionists, clerics, and 
maintenance personnel. 


1 2 


1 2 3 f 8 


1 2 • 


3 4 


6 




d. Among administrative staff{ 


1 2 


12 3 4 S 


1 2 


3 4 


5 




e. Between physicians and nurses. 


1 2 


1 2 3 4 5 


1 2 


3 4 


6 


• 


f. Between physicians and administrators 


1 2 


12 3 4 5 

110 . 


1 2 


3 4 


5 
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' . ' 113 , V^. 









40. 



HO • No Oft« 
/ LA • Lijr Ad«1n1itr«tor 

G8 • Govcnilng Body 
Otmr • Other 



Discipline: 

a. Physician members (participating). 
Physician employees (salaHed). 
Nurses and nedical technicians. 



Receptionists, clerfcs"; and mainten- 
ance personnel. 



41. 

42. 

43. 
44. 
45. 
46. 
47* 
48. 

49. 
SO. 
51. 
52. 



e. Adnrini strati ve-itaff. 

Secure liability Insurance coverage for 
your group and/or your physicians. 

Survey patients to ascertain level of 
patient satisfaction and/or areas of 
dissatisfaction. 

Resolve nori-medlcal patient conplalnts 
>- (•.g. . Vharges, fees, personality 
ashes, etc.). 

Medlate/arbltrata between th? group's 
physicians and patients In conflicts 
over medical services. 

Represent the group or individual physi- 
cians in court appearance on collect 
ion cues. 

t 

Represent the group or Individual physi- 
cians 1n court appearances on mal- 
practice litigation. 

Visit the group's patients 1n the Hospi- 
tal for public re]at1ons purposes 
(non-ned1cal purposes). 

Transailt Information about your group's 
facilities and services to Inter- 
ested persons and/or organized con- 
sumr groups. 

Represent your group at health care 
workshops and meetings. 

' »* 

Represent your group in civic matters 
and projects. 

Participate 1n public health education 
efforts. 

Try to gain the co^rmunlty's (or public's) 
acceptance and support for your group 
and Its various programs. 
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Is this tasi: 
performed in 
your group? 
Please circle one 



No 

I 
I 
I 

I 
I 



I 
1 
I 



Yes 

2 
2 

/ 2 

^ 2 
2 



1 1 1 
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2. Who is chUflu 
responsible for 
satisfactory ];>€rfor'' 
mance of this task- 
In your group? 
(Please circle one only)* 



NO tA MD GB * Other 



I 2 

I 2 

I 2 

I 3 

I 2 

1 2 

1 2 

1 2 

I 2 



I 2 

I 2 

r .2 

I 2 

I 2 

I 2 

I 2 



4 

^0 what extent are 
you p^Tsonallij 
Involve^ln performing 
• this taJk? 
(Please circle one) 

No "High- 
Personal Personal 
Involvement Involvement 

I 1 1 1 • ^ 



r 



I 2 

>: 

I 2 
1 2 



1 2 

I 2 

I 2 

1 2 

I 2 

L 2 

I 2 

I 2 
1 ^ 2 

I 2 

I 2 



4>,S 
4 5 



4| 5 
4 5 



4 5' 

4 5 

4 5. 

U 5 

4 5 

4 5 

4 5 

4 5 

4 5 

4 5 



•Ksy; NO « No On* 

• U • Uy AdorinUtrator 
M) • H»d1ca1 Dirvctor 
SB • Covtming My 
. Othtr • Othtr 



53, 
V 54. 

^ 55; 

.57. 
58. 



Is this task 
performed in 
your group? 
(Please circle one) 



2. Who* Is chUft^ * 
. responsible for 
satisfactory perfor- ' 
nance of this task 
in your group? 
^ (Please'clrcle one only)* 



No 



Work with the n/ews media In releas1n9\ 
P4*bl1c and dvlc Interest stories. 

Negotiate medical services covered ypder^ 
health care contracts with organized 
consumer groups. 

Negotiate fees or prices for health care, 
contracts with organize consun»er 
groups. 

' ■ - ', ' • * ^ 

Appro v«* ton tracts ^^^h ^i^anlzed con- 
sumer groups. ^ . ** 

SettVe grievances with Miipttrial or 
group accounts. . 

<t > *k . ' ■ • ' « 
Work vrlth. third party payjp' to -assure 
•I'ficitnt* c0lTi(|ict1ons7forithe l^roup*. 

Please ^ite ip any. (asks ti\^tyou tee.l 
shouHba added to this Ifst and 
complAft the apprbpriate colums^ 
/or additional task. 
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Yes 



•1. 



NO U^. MD GB Other 



3 /, 4 



2 3 4 



2 3 4 
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3, 



To what eictent are 
you ptrsonatly 
involved in "performing 
this task? ' 
(Please circle one) 



Pfei^bnal 
Involvement 



High 
Personal 
Involvement 
H 1 1 



3 4 5 -- 

12 3 4 5 

L 2 ? 4' 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 



Delow ire a number of hypothetical changes that might be mit In a ft^lcal group practice* Please review the list/ tlien do two things: 

1. First. Indicate by Ming ttie nunkr In the appropriate boxi the person, or group whonould have the fiml authority In making . 
the decision before the change would be iwde» , : ' \ I 

i. Iheni Indicate by phoing an T In the appropriate box(es), all those persons or groups who would Aartlcipate In Ihe decision. 



r. 



Decision 


Governing 
Body 


H^lcal 
Director 


lllnic 
Administrator 
or Assistant ^ 
Administrator' 


HedlcA] 
Department 
lleid - 


Kon^Hedlcal' 
Department 
•Soparylsor 


Individual 
Physician 


Other 
■ dflease 
Specify) 


Initiate a new patient education 
^ " program for diabetics 

iii ^ 


(. _ 


2 




'A 

■ \ 




6 


' 1 ' 


\ . 

Setting the fee schedules fof the 
clinic ' 


1 


2 






B 


6 




Change In' the level of remuneratlpn- 
for an Individual physician member , 
V ' (partlclpatlnQ) 


1 


2 


3 










J • ■ 

Change In the hours of clinic 
service 


1 


2 


3 




6 


li 


/ ' 1 


Establish a new cost binding system , 
for the clinic 




2', 

[ , 


■ ■ 3' 




- -ir ' ; 


» 


1 . 


Itede'corate and refurnish the 
clinic waiting area 


1 

», 

1 


A: 

2 


3 




5 


,6, 


., f 


f " ^ ." — — -- -- 

Business Insurance decisions for 
the group (e.g., Ilabllltv Insur- 
ance, not fringe benefits) 


1 


2 


3 




' 5 ^ 






Termination of a hon-physiclaii 
professional person' 


1 


2 


3 




6 


6 


1 

7 


Approval of a feasibility itudy , 
on a partlal pre-paid medical 
program In the jroup 


1 


2 


3 


.4 


X ' 


6 


7 


Routine worl( assignment scheduling 
O Jor Aical personnel In business 

^ICiffiW 


1 


2 


_JL_ 


^ 

1 


5^ 


v i. 
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IV. CRITICAL TASKS 

; Please ^list the five most irapo,rtant tasks* that you perform as an adminis- 
trator. • * ' ■ ' 



h ■ 



1. Most important task: 



/ v2. Setcond most important: 



*A task 1s herein defined as a working-level activity In which you pereonalltf 
participate. A task statement (five of which you are asked to prov.lde) must 
describe what you do and for what purpose. Try to make your task statements 
midrangej 1 . e . » neither too specific nor too general . 
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POUNOCO IM« 



medical Group' Monagement AssociaJion 



September 1975 



CENTER F.OR RESEARCH IN AMBULATORY 
HEALTH CARE ADMINISTRATION 

4101 e. LOUISIANA AVE. 
DENVER. COLORADO 80222 
303 / 753.1111 0 



NATIONAL ADVISORY COMMITTEE 



Medi,cal Director 



mu»m D. Birry 
Exacutiv* Oirvctor 
Jotlin Clinic . 
8oston.>MasMchuMtti 



Mvmbflri 

Hob«rT F. Alliion. Ph.D. 
Aununt Proftssor 
Univ«nuv Michigan 
Program \n Burttu ot 

Hosoitjt Administration 
Ann Arl3or, Michigan 



Rooart'A. OaVnai 
Program Di factor 
'\ VV. K. Kailogg Foundation 
"Sattla Craak. Michtgan 



David A. Leonard 
A<lmin<itrafiva Aitociata 
Mavo dmc 
.Roch««iar. Minna iota 

• ■ / ■ . ^ 

Kant w. Pata f ion. M.D. 
Aiiociata Diractor 
Aiiociatlon of Univariitv Prograr 
m Haalth Admtnistration 
" Washington, D.C. 



Conrad Roianoarg, M.D. 
Madrcat Diractor 
Cornrnunitv Haalth Program 

of Quaani'Naitau, Inc. 
Naw Hvda Park. Naw York 



RockvMll SchQiz. Ph.D. 
"iractor 

alth S«rwic«i Administration 
->UniWiitv of Wuconun 
MadiM^Wiiconiin 

Cir» H. Slata|, M.D. 
. Aiiiftant Diractor of Gradufta Education 
Univariitv of Colorado Mtdical Ctntar 
Danvar. Coiarado ' 



Vargil N/SlW, M.D. 
Praiidaa 

Comrpnuton of Profaiiional 

HotQital Activitiai 
Afin Arbor. Michigan 




Donald A. St»rr 
Butinaai Managar 

Tuaon Clinic 
Tucson. Arizona 



Dear Doctor: • . ^ 

^We would Hke to request your participation in a significant 
research project concerned, in part, with developing a clearer 
understanding of administration in medical group practices. 
One aspect 6f administration in which we are interested "Is the - 
role played by medical directors such *as yourself. Your pa-rti^ 
cipation in this project wil T contribute greatly. to the scope 
and quality of the study. Gaining a clearer understanding of 
tiqe roles of medical directors can lead to impr^ovements in 
wofking relationshi,ps with, lay administrators and also lead to' 
improvements in educational curricula for physicians in 
administration. ^ , • 

«» 

If you take the time to complete the enclosed questionnaire, we- 
think you will find it interesting and informative. Numerous 
-physician administrators have tested the questionnaire so you . 
should find it practical 'and relevant to your position and organi- 
zation. In^addition, when you "tomplete and return the question- 
naire, you will have an impact on the final results. On the other, 
hand, if you choose not to participate in this study, a descrip- 
tion of group practice administration will be developed without 
the benefit of important and unique information about you, your 
position, and your group. We will provide all participants with 
a summary of the preliminary results obtained from the administra- 
tion of this questionnaire'. 

One of the rflore interesting aspects of the study will be the inves- 
tigation of administrative interactions amoag lay administrators,^, 
medical directors, and governing bodies. In this respect, parti-* 
cipation by physician administrators will contribute greatly to 
the scope and quality of the study. 

We apologize for the length of the questionnaire; but, administration 
is a difficult topic to study; and administration in medical groups 
is no exception. However, we' feel that our approach is espeqrally 
sound and will yield useful and practical information. We are 
• certainly convinced of the value of our study, and hope that you are 
^ also convinced enough to complete the questionnaire. 

If you have any questions , either you or your lay administrator 
in your behal f, should feel free to contact Ed Morita, Assistant 
Project Director, at the MG^A/CRAHCA offices in Denver. 
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PRPJECT-THC MANAGEMeNT OF GROUP PRACTICE FOHMS OP weALTH CARE OELIVERY: 
CURRENT TRENDS. FUTURE A0MINISTI1 on E BOLES AND EDUCATIONAL NEEDS 



Medical Director 
September 1-975 
Page two 



As is. usual with everyone these days, we are working under a 
severe time constraint. We would greatly 'appreciate your '. 
completing the questionnaire and returning it ta us in the 
enclosed prepaid envelope by September 23^.J975. ' 

Thank You. 

Best Wishes i — ' ^ — : — - 





William D. Barry^ - ' • 

Executive Director, Josl in Diabetes Foundation 
Chairman, National Advisory Committee '* 



0 



Enc. 



^. P.$; \ The team concept of management is prevalent in group V 
^^practices. Your efforts on our behalf are quite imporl^Ht, 
^ r :^to this project. — ' 




Aoprovn Expires 12/31/75 



Reference Number , 




MEDICAL GROUP „ 
MANAGEMENT ASSOCIATION 



Surveyonthe Role o{ the 
Medical Group Praclicp,^^^ 

MEDICAL DIRE 
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^CENTER FOR RESEARCH 

' ■ In Ambufatory Health Care Admini^ratl.on, 
4101 East Louisiana Avenue 
Denver, Colorado 80222 
(303) 753-1111 
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STATEMENT OF CON FIDJENtlALITY ' 

Confidential — All information which would permit icfentification of an individual • 
or (an establishment will be held confidential, will be used only by persons en- -^ 
gag«Mti and for the purposes of the survey, and will not be disclosed or rel^ased^ 
to other persons-or used^for-any-other purposes. — — — -A- - 
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1^0 



. -1^3 



(1, 



I. BIOGRAPHICAL 



#1/ Year bom: 




ftkaaa prwyU-cavy^ Curriculum Vitaa' or Hes^nv. If a copy is not "aikcilcbU 
pUa39 cam^^^l^ folUuiyxg^'' ' - \. ' ^^^^ r — " 



VndarqraduatB^^r^a ^ 

y?wr« you receivelfour M.D. DagiJi)\^ , 
f^rQ did you do yottr-:]. 



R*9idgnay? 



" -J , Wicrt is your rrjdical specialty? 

3w long hcoie you praatvo^d madicina? 

Sou long did you practice mmiiciTiM before becomirtg a mdvoal director? 
have j/ou Sken medical director of the clinic? ' 

.II- ORGANIZATIONAL INFORMATION - 



1 ^ . 

Z. jWhat do you consider to be the governing body of your organization? (Please specify 
*ejrrrrt name.) 



Answer all of the queetiona in this survey pertaining to ^tha governing boJ^/ baaed 
on your reaponee above* » ' . 

3- How is the inedlcal director selected? (Please check, the most appropriate one.) 

A. Elected By the_ governing body 

By all the partners, associates, etc. ^ 

B. By rotation Among the governing body ' 

..Among all the partners, associates, etc. 
Among the physician department heads 

C. By virtue of seniority 
-D. By virtue of beinl; founder 

, E. Other, please specify: > ' 



□ 
□ 
□ 
□ 
□ 
□ 
□ 



^4. Are the authority and duties of the medical director defined in a. written statement, 
such as a job description? 

^ . NO □ 
Y« □ 

If y«<, pleas^ attach to questionnaire If available. 
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6. What percent yiilur working Jiou>^ are devo^^o^^^^ • ' * ' ' ** ' 

■ M , ■ ' '\ ' " : Seeing, Patients.^ : • ■ V' .>'t 

^ ' 'J ^ % . -Medical; 0'1reqtcm-R , ^ '% . 

■ - : . . ^ Other ^8 . • , \ v . X . 



\ / ^ total, ^rr-^'^ T~ lotr- 



7. What is the group administrator's or business manager's organizational relationship ^ 

to the medical director?- * ^1^ 

A. Administrator works Vith medical director as equal. ^ ^ \ \ 

B. Administrator reports to medical director. ^ [ | 

C. Medical director reparts to administrator. . " ^r- . -|] 

' " ' '. '\ , — 

D. Other, please specify: ^_ ^ '^-^ ■ ■ ' 

■ . . ■ V ^ ' , ■ ^ 

3. Does your group have a quality review mechanism? 



{ -NO □ 

□ 



■ . ,^ ' ■ ■ ^ -Yes ^ 

If yes, please attach a writteo description if available; if not available, please 
•describe: ' ' • , 



9. What types of continuing education and formal education do you think would be most 
helpful to you in performing your role as medical director? • " , 



■10 
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Is^ the position, of meilical directqr considered.. to be: 
(Check -one.)'. - . - ■'^r. -- 



What percent of yq)ur working Jiou>^ are devoted v,to.;^f • ' 
M . " : Seeing, Patients.^: 

^ • ' ^ % . Jiedical OVreqtor ResponsibiTi 



. ^ other 8 . • 

•■'"^ \ / : . ^ total. 



What is the group administrator's or business manager's organizatioi 
to the medical director?- 



A. Administrator works with medi.cal director as equal, 

B. Administrator reports to medical director. 

C. Medical 'director reparts to administrator. 

D. Other, please specify: 7_ ] 



Does your group have a quality review mechanism? 



J 



If yes, please attach a written description If available; if not av 
describe: ' 



What types of continuing education and formal education do you thin 
helpful to you Id performing your rol-e as mediical director? - 



4 -p 
> * 

■ * 
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III. STANDARD LIST OF ADMINISTRATIVE TASKS 



Hj(ns section qontains a Standard List of Administrative Tasks t'hat are conmonly 
perfdrmecj^in health care delivery organizations. Please indicate for each of 
the tasks the following information in the appropriate columns: 



L- Indicate if the task is performed in your medical group. If the 
task is not performed in yoicr group j circle "2" for that task and 
go directly to the^^next Ufsk statement. 

2. ..If the task is performed .by someone in your group, indicate who; 

is chiefly responaible^fcir satisfactory performance of . the task ^ . 
in ytM^r group accordinjg to the following key: 

NO = No one in your organization 
^ LA » Lay Administrator ... 

MD 3 Medical Directar {not simply any physician) 
GB = Governing Body 
Other = Someone other than the Governing Body, Medical 
Director, or Lay Administrator 

3. Regardless of who i^ chiefly responsible for sajbis factory performance 
of 'the .taskj please indicate the extent of yoia\ personal involvement 
in the performance of the task on the scale ranging from "no personal 
involvement" (1) to "high personal involvement" (5). 



Remember^ if you cirole a "2" in Column 2 (indifxcting' that the task ia not 
oeTformed hy anyone in your group), you naed not aomptete oolxmna 2 and 3 
for that item. - . ~ . > ' • 
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STANDARD LIST OF AOHINISTRATIYH TASKS 



3, 



7. 



*K«yr NO ■ No On« 

U ■ l4)r A^ntstritor 
MD >' Nt^cil OlrtCXOr 

Otfttr • Ota»r 



Collect Information, proctss and cvalu- 
' att Infortnatlon, and/or nakt recoo- 
«ndat1on$ p«lat1vt to factors that 
Bight affect patient demand for your 
group's services, e.g.: 

a. General trends In the environment 
(e.g., population census, and demo- 
graphic dataT social factors, econ- 
omic data, etcO- 

9 

b. Legislation and regulations (e.g., 
NHI k HMO legislation, MEDICARE- 
MEDICAID, e^.). 

c. Your group's "competition" (e.g., 
other medical groups, hospitals, 
etc*). 

Collect Infornation, ^^ricess and evalu- 
ate Information, and/or make recora- 
mendations relative to factors that 
might affect the manner In which 
services are rendered In yOur group, 
e.g.; 

a. New medical equipment and procedures 

b. New non-medical equipment and. p?T>- 
cedures (e.g., PtDMR, Supertfill, etc) 

c. Legislation and regulations (e.g., 
PSRO, third ^rXy payor accountabil- 
ity regulations, ate.). 

d. Internal processes (e.g., patient 
flow, overtime; cash Dow, etc.). 

Establish/aoorove your group's position 
on Issues related to the practice of 
medicine in your group (e.g., PSRO, 
accountability, licansure/certifi- 
cation, etc.). 

Establish/approve your group's position 
on Issues related to the business 
operations of your group (e.g. , 
taxes, Superbill. etc). 

Attee^ to influence" the outcome /of pinjl- 
ipg legislation or regulations that 
would affect your group practice^ 

Establish/approve the need to replace 
existing or purchase additional 
medical equipment. 

gstablish/aoorove the need to replace 
existing or purchase additional non- 
'"iolcal equipment and/or services. 
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1. 

Is this task 
performed- in 
your gro4p7 
(Please circle one 



No 



Yes 



2 
2 

2 
2 
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2. Who Is ehUfUj 
responsible for 
satisfactory perfor- 
mance of this task 
in your group? 
(Please circle one only)* 



NO LA KD G8. Other 



3. 



12 3 4 



12 3 4 



12 3 4 



1 2 3 4 5 

12-34 5 

1 2 3 4.5 

r 2 3 4 S 

1 2 ' 3 • 4 ' ' 5 

1 \2 3 4 5 

1 2 3 4 S 

1 2 3 4 S 



1 2 3 4 & 

V. 



To what extent are 

you p^monall^ 
involved' in performing 
this task? 
(Please circle one) 

No High, 
Personal Personal 
Invol vement Invol vMent 
i \ i ! 1 



1 2 3 4 5 



I 2 3 4 5 



1 2 3 4 5 



12 3 4 5 

12 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 '5 

1 2 3 4^5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 



>: 



lAr Uy Addnlstritor 
m • NMllcal Olrvctor 

OtiMT • OUMT . 



9. 
10. 



ir. 

13. 

14. 
IS. 



EKLC 



Nt^tlttt ptn-diast pri cm/ contracts for 
supplies, tqulpntnt, and/or 

Approv purchtSM of fquipomt or 

stnflcM costing in mxcmss of $l,00a 

Estij)! i sh/approv< : 

^Crft»r1* for quality cart. 

b, PoTicies governing your group's 
organizational stnicturt and t^. 

c Policits govtming. tht nunbar and • 
kind of .patients that your grdup 
iflll strva. 

d. Policits governing the growth or 
. reduction In the number of physi* 

dans in ^ur group. 

e. Policies governing the growth or 
- reduction in the nuaber of adEsinis- 

trators in .your group. 

Policies governing the specialty 
Blx of your group's physicians. 

g. Financial policies. 

h. Accounting policies. 

1. Physician personnel policies. 

j. Non«>phys1c1an personnel policies. 

Develop long-range naster plans (e.g., 
FacfUty, financial, etc). ^ 

Approve long range naster plans (e.g., 
ticflity, financial, etc,). 

Search and negotiate for investaent 
capital. 

Approve vour group's operating budget. 

Ptvelop. review, and/er revise standani 
operating procedures for: 

a. Delivering patient care. 

b. Pf^idan personnel adnini strati on. 

•c -flon-physidan -personnel adirinlstra* 
tlon. 

d. Utirizatloo control (npn«phys1dtn). 
e« Cost controls. 



\ 



1. 

Is this task 
Ptrformed In 
your group? 
(Please circle one 



No 



Yes 

2 
2 

2 
2 



2 
2 
2 
2 
2 

2 

2 

Z 
2 

2 
2 

2 
2 
2 



2. Who is MffU 
responsible for 
satisfactory ptrfor- 
mancf of this task 
in your group? ' 

'(Please circle one onZy)* 



NO LA MD GB Other 



2 1 
2 3v 



^129 



125 



3, 

To what extent are 
you D€r9pnally 
Involved in performing 
this task? 
(Please circle one)* 

No High 
Personal Personal 
Involvenent Involveoent 
. I 1 1 J— I 



I 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

I 2 3 4 5 

1 2 3 4 5 

I 2 3 4 5 



I 2 
I 2 



4 5 
4 5 



12 3 4 5 

1 2 3 4 5 

I 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

I 2 3 4 5 



12 3 4 5 
1 2 3 4 5 



1 2 



4 5 



1 2 3 4 5 
1 2 3 4 5 



<Uvf NO • No Qm 

LA • Ijy AdBinUtritor 
» ■ Hidlal Olrtctor - { 
69 • fiovvrnlnf lody 
OtlMT • QtiMr ' 


Is this task 
performed 1n 
your group? 
Plfcse circle'one) 1 

♦ 

No Yes 


. Who Is dkUftu 3 

responsible for 

satisfactory perf or- • 

mance of this task 

1n your group? 
(Please circle one only)* 

NO LA MD SB Other 


To what extent are 

you ptTBoncttZi/ » 
Involv^ed in perfonaing 
this taisk? 
(Please circle Ptie) 

No High 
Personal Personal 
Involvement Involvement 


IS* Continued. 
















f. Billing and collecting. 




2 


1 


2 3 4 5 


12 3 4 


5 




g. Interacting and dealing with out- 
side agencies. 




2 


I 


2 3 4 5 


12 3 4 


5 




h. Sathering, processing, and evaluatitig 

inTOrBBblon linpvTwanu uj jwui ^^iwup. 






^' I 


2 3 4 5 


I 2 • 3 * 4 


i 




Ifi. Aoorcve standard operating procedures 
^ (new or revised) for: 




- 












a« Delivering patient care. 




2 


.l\ 


2.34 5 


12 3 4 


5 




✓ 

b. Physician personnel adonni strati on. 




2 1 


I 


2 3 4 5 

, J 1 


12 3 4 


5 




c. Non-pnysiCi an personnel aannmstr*- 
tion. 




2 


I 


\2 3.4 5 

\ 


1 2 3 4. 


5 




■ d. utilization control vnon-pny>icioii/. 




2 


I 


2.3* 5 

"0 


12 3 4 


5 r 




e. Cost controls. 




2 • • 


i: r 


■"2, 3 ' 4 5 I 


1 2 3 4 


5 


W 


f. Billing and- collecting. 




2 ' 


■ I 


2 3 4 5 


12 3 4 




g. Interacting and dealing witn put- 
side agencies. 




c- ■ 




,..2-.. . 3 4 5 


1 ,2 ,3 4 


5 




h. Gathering, processing, and evaluating 
information Inportant to your group. 




2 


1 


? 3 4 5 


1. 2 3 4 


5 




17. Enforce adherence to stanoaro operanng 
procedures by: 














• 


a. Physician nefflbers tP*rcici paring;. 




2 




2 3 4 .5 


1. 2 3 4 






c 

Jb. Physician enpioyees vsaianeo;. 




'2 




2 3 4 -5 


1 2 3 4 


.5 




c. Nurses and medical technicians. 




2 




2 3 4 5 ; 


1 2 3 4. 


5 




' d. Receptionists, clerics, and nainten- 
' ance personnel. 




2 




2 3 4 5 


1 ! 9 3 4 

1 1 fa «9 ^ 


5 




e. . AdBinistrattve staff. 




2 


1; 1 


2 3 4f 5 


12 3 4 


5 




la. Develop physician staffing plans. 




Z 


1 1 


i 3 4 5" 


12 3 4 


5 




I9» Develop non-physician staffing plans. 




2 


I 


2 3 4 5 


1 2 3 4- 


5 




20. Aoorove staffing plans.^ 

^ . . e., 




' 2 


1 


2 3 4 5 


12 3 4 

1 r 


5 




21. Develop, review and/or revise job speci- 

" ?4/>»f4nn« inb de^cn 0*^10 ns « and/OT* 

Job standards of : ' 
















m Physician meobers (Darticipating). 




2 


I 


2 3 4. 5 


1 2 3 4 


5 




b. Physician cnployees (salaried). 

c. Nurses and medical technicians. 




2 
2 


I 
I 


2 3 4 5 ^ 
Z 3 4 5 


1 2 Z 
12 3 4 


5 
5 




d. Receptionists, clerks, and nalnten- 
ance personnel. 


1 


2 


I 


2 3 4 5 


1-2 3 4* 


S 





















/. - 



22. 



23. 



24, 



*Xsvt NO - No Om 

U • Ljy Adirinlitntor 
» • HidlCAl Oirtctor 

. Othtr • OtiMr 



Aporoyt job sptclfl cations. Job dtscrlp- 
tlons, and/or Job standards (ntw or 
rtvlsad) for: 

a. Physician ninbars (parti dpatlns). 

b. Physldan enploytes (salarltd). 

c. Nursas and ntdlcal technicians. 

d. Recaptlonlsts. clerics, and nalntan- 
anca ptrsonntl. 

t. Adnlnlstratlva staff. 

DeveToOt rev1a»r, and /or revise payment 
plans/salary scneauies and benefits 
for: 

a. Physician neubars (part1c1pat1n9}. 

b. Physician cnployets (salaried}. 

c. Hur^es and^Dedlcal technicians. 

d. Receptionists* clerics, and oalnten- 
anca parsonnel. 

Approve payment plans/sala>y schedules 
and benefits (nen or revised) for: 

a. Physician aenbers ( parti Cl|^at1n9). 

:b. Physician mloyMS (salarntjed). 



c. Nurses andl medial _:^)iifcYara^ 

d. Receptidhlsts* clerics, and mainten- 
ance personnel . 

AdBlnlstra^ve staff. 

Re^lt the following fill openings 
\^ your orgi|ui1|a.^on: 

idlan maiibin (participating). 



7 



25. 



a. ^hy»l 



25. 



b. Physician employees (salaried). 

Nurses and medical technicians. 

d.» Receptionists, clerks, and maintasw 
an^ personnel. 

He^tiate salary and benefit contracts 
kflth organized groups of personnel.* 

Apprpve contracts with organized grbups 
of persofffiel. . 
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Is this task 
performed in 
your group? 
(Please circle one) 



No 

1 

I 
1 



Yes 



2 



2. Who is eJtjffZjA' 
responslbit for 
satisftctory perfor- 
lanca of this task 
In your group?: 
(Pleas* circle one 



NO U I NO ^ 6B Other 



1 2 
,1 2 
I ' 2 



12 
1 2 
12 




1 2 
1 2 
1 2 
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To what extant are 
you ^tnonaLT^ 
Involved In performing' 
this task? 
(Please circle one) 

No High 
Personal Personal, 
Involve^nt Involvenent 



-H- i 1 



3 4 
3 4 



3 4 
3 4 

3 .4 



12 3 4 



1 2 3 4 S 
1 2 3 4 5 



1 2 3 4 S 

1 2 3 4 5 

1 2 3 4 5 

1 2 3-4 S 

1 2 .3 4 S 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5* 

1 2 3 4 5 

1 2 3^45 



•Ktfy/ NO • NO Om 

U • Uy Advlfilstrtur 
W • Mtdlcil Olrtctpr 

_ OtJw v«ftt^ — 



1$ this task 
performed 1n 
your group? 
(Pltast circle one] 



28. Approve eppolntment/hlring of: 

a. Ph^lclan Bwnbers (participating) 

b. Physician enployees (salaried). 

c. Nurses and nedlcal technicians^ 

. d. Receptionists, clerks, and mainten- 
ance personnel. 

e. Adninlstratlve staff. 

29. ■ Aporove end of probationary appointnentsj 

Tor physicians. 

30. Negotiate contracts with physicians who 

wish to Join the gro'up. 

31. Orient artci train new personnel: 
a. Physician nenbers (participating), 
•b. Physician employees (salaried). 

c. Nurses and medical technicians. 

d. Receptionists, clerks, and niinten- 
ance personnel. 

32. Survey the job satisfaction of : 

a. Physician members (participating). 

b. Physician eoployees (salaried). 

c. Nurses and medical technicians. 

d. Receptionists, clerks, and mainten- 
ance personnel. 

u Admini strati vt staff. 

33. Conduct job perforoance evaluations for:! 

a. Physician meoters (participating). 

b. Physician *enployee$ (saTaried). 

c. Nurses and medical technicians. 

d. Rectptionists, clerks, and mainten- 
ance personnel. 

e. Administrative staff. 



No 



Yes 

2 
2 



1 2. Who Is ofTiff^ 
responsible for 
satisfactory perfor- 
mance of this task 
in your group? 
(Pleise circle one only)* 



NO LA m SB Other 



2 3 
2 
2 

2 
2 

2 

2 

2 
2 
2 



2 
2 
2 

2 
2 

2 
2 
2 

2 
2 



4 
4 
4 

4 
4 

4 

4 

4 
4 

4. 



4 

4- 
4 

4 
4 



5 
5 
5 

5 
5 

5 

5 

5 
5 
5 



5 

5 
5 

5 
5 

5 
5 
S 

S 
S 



To what extent are 
ycu p0T9onatty 
Involved In performing 
this task? 
(Please circle one) 

No High 
Personal Personal 
Involvement Invqlveoent 

I 1 I i 1 




1 2 3 4 5 
I Z 3 4 Si 
1 2 3 4 5 



1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 1 



1 

.1 
1 

1 
1 



2 
2 
2 

2 
2 



3 
3 
3 

3 
3 



4 
4 
4 

4 

4 



5 
S 
5 

S 

5 
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132 



«I«yi «ltO •'No On* 
V U * Uy A^telnlttntor 

^ m * md\CA\ Dirtctor 

V O • Gov«ni1i*9.Body 

Otbtr • Otbtr _ . . f ^ 



34^ Aporpv proontim of: 

a* Physician aenbcrs (participating). 

b. Physician enployMs (salaried). 

c. Nursts and nadlcal ttchnlclans. 

d* Rtcapt1onists» clerks, and malnten-* 
' anct personnel. 

e. Administrative staff. 

;35. Approve dismissals and terminations of: 

a. Physician employees (salaried). 

b. 'Nurses and medical technicians. 

c. Receptionists, clerks r uid mainten- 
ance personnel. 

d. AdMnlstratlve staff. 

36. fftgotlate dissolutions from the meober- 
. ^ ship of physician members (partici- 
pating) who leave the group. 

37. Interpret group policy and clarify pro- 

cedures for staff and employee^. 
• ■ ' • 

38. Counsel, to assist vrfth personal 

problems: 



Is this task 
performed In ,^ 
your group? 
(Please circle one) 



a. Physician mcsiiers (participating). 

b. Physician employees (salaried). 

e^^. Norses and medical tecfanldans. 

fii^' Receptionists, clerks, and milnten- 
ance pef^onitel. ^ 

39. QMediate/artltrete Interpersonal problems 

a. Among physicians. 

b. Among nurses and medical technicians 

c Among receptionists; clerks, and 
maintenance personnel. 

d. Among ^administrative staff. 

' e« Between physl dins and nurses. . 

f. Between physicians and administrators 



No 



Yes 

2 
2 
2 

2 
2 

2 
2 

2 
2 

2 
2 

2 
2 
2 



2 
2 

2 
2 
2 
2 



:. Who Is e^jTu 
responsible tor 
satisfactory perfor- 
nance of this task 
In your" group? 

(Please circle one enly)* 



NO U ' m (3 Other 



1 
1 
1 

1 
1 

1 
1 

1 
1 



1 
1 
1 

■ X 

4 

1 
1 

I 
I 
I 
1 



2 
2 
2 

2 
2 

2 
2 

2 
2 



1 2 
X 2 
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4 

4 
4 

4 
4 

4 
4 
4 



4 

4 

4 
4 



5 
5 
5 

5 
5 
? 
5 
5 

5 
5 

5 
5 

5 
5 
5 



3. 

To what extent are 
you p^rBcnally 
InvoYved In performing >. 
this task? 

(Please circle one) . . 

No High 
Personal Personal 
Involvement Involvement 
I i HH } ' 



1 



3 
3 
3 

3 
3 



12 3 ,4 5 

1 2 3 4 5 

1/ 2 ■ 3 .A- 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 



2, 


3 


4 


5 . 


2 


3 


4 


5 


2 


3 


4 


5 


2 


1 


4 


5, 


2 


3 


4 


5 


7 


3 


4 


5 




^Isfi NO,* No On« 

U ■ Uy AArinlstntop 
MO ■ Midlci) Olrtctor 
61 ■ Gowmliig Sody 
Otiwr ■ OtHtr 



40e Msclplint: 

•^«. Biysidan nwobers (participating),, 
Physician employees (salarfetl). 

c. Nurses and medical technicians, 

d. Receptionists., clerks, and wlnten- 
ance personnel. 

e. Adarinlstra^tlve staff, 

41, 'Secure liability Insurance coverage for 
your group and/or your physicians. 



42. 



43. 



44, 



45, 



Survey patients to ascertain level of 
patient satisfaction and/or areas of 
dissatisfaction^ 

Resolve non-medical patient coinplalnts 
(e.g., charges, -fees, personality 
clashes, etc}j 

^Mediate/arbitrate between .the group's 
physicians and patients 1n conflicts 
over medical services. 

Represent the group or individual physl* 
clans in court appearance on collect- 
ion cases. 



46. Represent the group or Individual physi- 

cians In court appearances on ma^l- 
practi ca^l i t1 gati on. 

47. Visit the group's patients In the hospi- 

tal for public relations pusrposes 
(nonnaedlcal purposes). * 

48. TraJwarit Information about, "your group's 

facilities and services to Inter- 
ested persons and/or organized con« 
suner groups. 

49. Represent your group at health care 

workshbps and oeetlngs. 

50^ Represent your group In civic natters 
* and projects. 

51.. Participate in public health education 
. . efforts. 

S2, Try to gain the cogmunlty's (or public's) 
acceptance and support for your group 
and^lts various programs. ' 
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Is this task 
performed 1n; 
your group? 
(Please circle one 



No 



Yes 

) 

2 
2 

2 . 

^ 2 
2 
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z 
I 

2 
2 



2. Who is chUflv 
responsible for 
• satisfactory perfor- 
mance of this task 
1n your group? 

o{Please circle one cvxZy)* 



NO UV HO G8 ' Other 



2 


3 4^ 


5 


2 






2 


3 4 


s 


2 


3 4 


5 


2 


3 4 


5 


2 


3 4 


5 


2 


3 >4 


5 


2 


3 4 


f 


2 ; 


3 , 4 


5 




3 4 


c 
9 


2 : 


\ 4 


5 


2 : 


J 4 


5 


2 : 


1 4 


5 


2 V : 


1.4 


5 


2 : 


1 4 


5 


2 : 


t 4 


" 5 


2 : 


1 4 


5 



To what extent are 
you p€Tnonall^ 
Involved In performing 
this task? 
(Please circle one) 

No High 
Personal Personal 
Involvemcnr Involvement 
1 f 1 \ 1 



I. 2 3 4 3 

1 ,2 I 4 5 

\i 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 .4 5 

1 2 3 4 S 

1 2 3 4 5 



1 2 



3-45 



1 2 ^3 4 ' 5 

1 2 3 4 5 

1 2 3 4 5 

12 3 4 5 

1 2 3 4 5 

1.2 3. 4 .3 

1 . 2 3 4 5 

1 2 3 4 5 



53. 



54. 



55. 



56. 



57- 



58. 



59. 



«JC«y# NO • No On* 

U Ur Adsrinistrator 
m • Ktdlcil 04r«ctor 
68 • Sovtmtog ^odf 
Othir • Otfttr 



Hork with tht na<s inedla in rcltisin) 
public and civic inttrest storits. 

Neyotiatt medical services covered under 
health care contracts with organized 
consumer groups. 

Negotiate fees or prices for health care 
contracts with organized consumer 
groups. 

Approve contracts with organized con- 
suocr groups. \ ' 

Settle grievances with industrial or 
group accounts. 

Work With third party payors to assure 
efficient collections for the grou^. 

Please write in any tasfcs that you feel 
should be added to this list and 
conpl ete the approprf ate col uans. 
for each additional tasic 



i 
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Is this tasir* 
perfonaed in 
your group? 
Please circle one) 



No 



1 
1 
l 

• 1 



Yes 



2 
2 
2 
2 



1 3 1 



Who Is ainafUi 
rcsponslbli for 
satisfactory perfor- 
lancs of this tasic 
In your group? 
(PI ease 'Circle on« only)*_ 



NO lA HD G8 Othtr 



3. 



1 '2 3 4 

,1 „ 2 3 4 

I ,2 3 4° 

12 3 4 

12 " 3 ■ 4 

1 2 3 4 



To what extent ant 
ycu pTaanallij 
Involved In performing 
this task? 
(Please circle one) 

No High / 

Personal Personal 
Involvement Involvenent 

i— i H-J 1' 



1 2 3 4 5 



1 2 



3) 4 ! 



1 2 3 4 5 

1 2 3 ■ 4 5 

1 2 3 4 5 

1 2 3 4 5 
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atlw in t nrixr of tifolkellcil ihgggts itit'ililit bi Hdi In i ttdlcil gniiip inctlei. flus) mlBrtto Ihl, tlm do tag thlnii: 
2. Then, Indlcite bypMnjan "!" In tlia ipproprUte boxtBs), ill those persons or groups nIio wuld pjrtlclpste In the decision. ' 



Decision 


Governing 
Body 


Hedlcal 
Director 


Clinic 
Adflilnistrator 
or Assistant 
Adalnlstrator' 


Hedlcil- 
Depirtnent ' 
lleid 


Nan-Hedlcil 
Depirtinent 
'Supervisor 


Individual 
Physician 


Other 
(Piejse 
Soecifv) 


' Inlthte A new patient education 
program for diabetics 


1 




3 










Setting the fee schedules for the 
clinic 


1 




3 




5 


6 


1 

1 


Change In the level of reivjneratloq 
)fQr an jndfvldual physician toeiter 
(participating) 


1 


z 


* 


1 


C 

D 


D 


't 

1 

/ 


Change In the hours of clinic 
service ' 


1 


z\ 


3' ■■ 


I:- 




^ 6 .■ ' . 


7 


Establish 1 new cost finding lystea 
forthecltnlc 


1 




• ■ 3' ' ; 






6 ■ 


I 


Redecorate and refurnish the 
cllntc waiting area 


1 




3 


i 


' • i 


— —• ■'»«<ii<j — 
6 




Business Insyrance decisions for 
' the group (e^g^ liability Insur- 
ancOi not fringe benefits] 


1 


It- 

2 


• ' '3 


4 


': ■ S 


6 


« 

. .•■ ■ ,1 ■■■ 


Tenlnatlon of a non-physlctan * 
i professional person 


1 


2 


3 




5 


6' 


.7 

« r 


Approval of a feasibility study 
on a partial pre-paid nedlcal 
prograi In the group 




z 


3 




5. , 


6 




Routine work asslgniaent scheduling 
O or Alcal personnel In business 


* 

I 


2 




r 


r'*"*: 

V,... 

\ 

0 







CRITICAL TASKS ' . , " * j : « , 

director!'* ^'^^ """^ important tasks* that jou perform Is a irt^dicaT 



1. -Most important task; 



2. Second most important: 



3. 



4. 



5. 



t.J??^-jLo^''i*^i.''^r"!^"^ working-level activity in m ch you pevsoruiUy 
dP^Jr^hS^^-:. ^ ^^S*" statement (five of which you are .asked- to providefmust 
descnb^,t.fert you doj^d,for what purpose. Try to make your task statements 
wtA'epzggjv. I.e., neither too specific nor too general. • ^u»i.t;Hit;nt5 
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,» ■ * 



■) ■ 
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fOUNOCO 192t 



NATIONAL ADVISORY QO*^ viiTTEE 



Med5car Group Mancagsment Assdciataon 



September 1975 



Governtng Body Chairperson 



CENTER FOR RESEARCH IN AMBULATORY 
HEALTH CARE ADMINISTRATION 

410,1 E. LOUISIANA AVE. 

DENVER. COLORAOO 80222 

303 ^753«1111 ' / 



ChiirrrMin 

' ^•%fl/illi«m 0. B«rrv 
■ * Ex%cuciv« Oirector 
■/ ■• . Joslifi Chmc 

M«mt)«rs 

. Aob€rT F. Allison. Ph,0. 
Auituni Protestor 
Univvmry of Michigan 
Program tn Buraau of 

HatD«ia( Aomtnit (ration 
' Ann Aroor, Michigan 



Rooart A. OaVrttt 
Program Oiractor • 
W, K. Kallogg Foundation 
Banfa Craafc. Michigan 



Oavid A. Laonafct 
Admimitrattva Aiioctaia 
Wavo'Clinic 
Rochastar . Minoatoia 



Kant W. Patifion. M.O. 

Anoctau OiracTor 

Association of U<iiv«ni(v Programs 

in Haalth Admintitraiion 
Wathington, O.C. 



' Conrad Rottnfiarg. M.O. 
Madlcal Oiracxor 
Comrmjni^V Haalch Program 

. of Qiuaani-Natsau. Inc. 
Nawf Hyda Park. Miw York 



Rockwall Schuiz, Ph.O. 
Oiractor 

Haaitti Safyicti Adminiiiraiion 
Univaf|it>'o* Wisconsin 
Madison. Wisosnsin 



Can H. Slatar. M.O. 

Auistant Oiractor ol Grsduat^' Educadon 
Univarsttv.of Colorado Madicai Canivr 
Oanvar. Colorado 



Var^ri N.SIaa. M.O. 
Prasidant 

Commission of Profatttonal 

and Ho«o*tii Act)vit«is 
Ann Amor. Michigan 



Donald A. Starr , 
Businau ManaQar 

Tucson^ Clinic 
Tucson, Arizona 



Dear Doctor: ' . . * ' 

We wpuld like to request your participatioh in a* signi ficant 
research project concerned, in part, with developtng a clearer 
understanding of admini_stration in medical group practices. 
One aspect of« adminis-trati on in which we are interested is the 
rcle played by governing ^Dodies. Your participation in this . 
project will contribut^ greatly to the scope and quality of the ; 
study. Gaining a clearer understanding of the roles of governing 
bodies can lead* to impriovements in working relationships with 
lay administrators and ialso lead to improvements in. educational ' 
curricula for physiciarm- in administration, ■ ' 

If you take the time tolcomple'te the enclosed questionnaire, we f 
think you will find it Interesting and informative! Numerous - 
physician administrators have tested the questionnaire so you ~ ' 
should find it practical and relevant to your position and organic, 
zation, I>n ^addi tion , when you complete and retu.m' -the question- ^ 
naire, you will have an impact on/the final results- On the'o^her 
hand, i.f you choose not to participate in this study, a description 
of .group practice administration will be developed withoul^the- 
benefit of important and unique information «»about you, your posi- 
tion, arid your group. We will provide all participants with. a 
summary of the preliminary results, obtained from the administration 
of this questionnaire. - " 

One of the more interesting aspects of the study will.*be the inves- 
tigation of administrat\velinteractions among Tay administrators, 
medical diif^ctors , ' arfi^kjg^ In this' respect , pal^tir 

cipation by'physic/an administrators win 1 contribute greatly to 
the scope and qu44tty ef ,the study, r--'-, * , ^ 



We apologize fj/r the length of" the; q^e$^^^^^^ 

is a difficuK .topic to study, and'admiht^strat.ion in fhedical groups 
is no excfiEftion. However, we feel that our ,appro.ath is especially . 
sound arid wiill yield useful an(^ practical infbrniatTon. ;We are 
certainly /eSnvinced of the?' value of < our study , and hope that ^you are 
also con vii\ced enough to complete the.questionnaire- • 

If you have any,^tf6§tions , either you your la^^ administrator . 
in your beh^lfjVshoutd sfeel free to contact' Ed MoVita"-, /Vssistant' 
Project Director,: at the MGMA/CRAHCA of fkes in Denver.- * . 
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PROJECT— THE MANAGEMENT OF GROUP PR l40 CE FORMS OF' HEALTH CARE DELIVERY: 
CURRENT YrENOS, FUTURE AOWINISTRm rVE ROLES ANO^OUCATIDNaC NEEDS _ ^ 



Governing Body Chairperson 
September 1975 
Page two 



A^^is usual with everyone these days, we are working under 
s'everg time Constraint. We would greatly appreci ate your 
completing the questionnaire and returning it to us in the 
enclosed prepaid envelope by September 23,^1975. 

Thank You. 

Best Wishes 



William D. Barry 

'Executive Director, Joslin Diabetes Foundation 
Cfrairman, National Advisory Committee 

Enc. 

P.S. The team concept of management .is prevalent in group 
practices. Your efforts on our behalf are quite impo 
tant to this project. 
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Approval Expires 1.2/31/75 



Reference Number 




MEDICAL GROUP 
MANAGEMENT ASSOCIATION 



Survey on the RoJe of the 
Medrcal Group Practice 



GOVERiSJiNG BODY 




CENTER FOR RESEARCH 

In Ambulatory Health Care Ad^nlnlstratlon 
41 01 .East Louisiana Avenue 
Oenvei*, tolorado 80222 
- (303) 753-1111 

13B 
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STATEMENT OF CONFIDENTIALITY 

Confidential — All informition which would permit identification of an individual 
or an establishment will- be held- confidential, will be used only by persons en- 
gaged in and for the purposes of the survey, and will not be disclosed or released 
to other persons or used ^r any otbfer purposes. ' ' , * 
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I. BIOGRAPHICAL 



1. Year Bom: 



Plsaae provida copy of yotar Curriculum Vitas or Resiuna, If^ a oo^ ia ngt available j 
plsase- compist^.thM foltcuzng:' 

Undsrgrcuiuake Dsqr^s ^ ^ 

.f^'. '^'^ Vhtrmj^id'you r€cmiv0 your M,D* dagras? ■ ^ 

;. ' .^.vhsr^. did/you do your: 

. Int^mskip? ' [ ^ ' 



Vhat is your madical epBciatty? 



Bou long hav0 you'praaticmd msdicins? ; ' 

3oQ long haUB you bsen ahaiuhcm of this group's gorosrrving b<pdy? 

II. ORGANIZATIONAL INFORMATION 



2. What Is the legal type organization providing medical services? 

A. Partnenhip 

B. Professional Corporation | J 

C. Foundation • ■ \ [~] 

D. Sole Proprietorship - ' V ".: '''^}\ \ 1 

E. Association '. ^' 



F. Other, p^lease so^ci^y i ^' y^'^i;-' 



3. What do you consider to be the governing body of your organization? (Please specify 
€jx2at name.) ^ 



Anmiisr alt,.of\th$ qussHons in th-Ce Burvsy psrtaining to tha goVeming body baasd on 
your TssponsB aiovs, . 

4. How many memberi ^f your governing body are: 

A. Phys1c1an(:. 



B. Clinic Adinlnlstrator(s) 

C. Community Business Leader(l) 

D. Consumtr(s) 

E. Other, please specify: 



5. What Is the tenure of office for members of the govifning body? 

6. Is there any financial remuneration for serving on the governing body? 



No 
Y«S 



□ 



How often does the governing body meet? ^ 
^* ' Annually . 



A, 

B. Quarterly Q 

C- Monthly Q 

0. ' Other, please specify: ■ 



8. How does an ind1vid;;al become )a member of the governing body? (Please check the most 
appropriate one. ) 

A. All physlclani, both participating and salaried, are Included. | | 

B. Only member /physicians (participating) are included. 

C. Members ar^ elected by tfoth participating and salaried physicians In the group. 

D. Members a/re elected by member physicians (participating) only. . | | 

E. Other, please speci*^: ^ . ,' " ^ . 



9. How doe^ one become chairman of the governing body? . (Rleetke ch^ck the: most appropri- 
ate orW. ) \ ^tv ■; ;^v-V --/.^ \ ;v 

A. Elected: By the governing body ' ■ . ' . i ' ' * ' | | 

p By all the partners, associates; etc. | | 

By By rojjjpion: Among the governing body | | 

/ * Among all the partners, assppiates, etc. | | 

// Among the physician depirtment heads | | 

/ C, By virtue of seniority 

D. By virtue of being founder ' | [ 

; E. Other, please specify: . . . 

10. What is the custoovary "length .of tenure for the chairman of the governing body? 



YMrt 



11. How many hours .eact)'-m^ as chAirman, spend on governing activities? 



12. Between meetings of '£ht. governing body, what individual (title) makes the day-to-day ' 
decisions about: 



A, Financial business of the clinic? 

Titir 

B. Medical activities of'the clinic? 



TTtTT 

\ written statement on author 

to guide Its total activity?' 

No 

□ 



13. Does the govemino body have a written statement on authorities and responsibilities 

si activity?' r-, 

No □ 



If yts» please attach to this survey if available. 
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14. Ar« you presently conducting research activities which are fonded by sources outside 
the group practice? (Research being conducted in , any non-profit foundation connected 
with your group should.be included.) 'V 

tes ; 

15. Are there formal continuing education programs within the group, such as a regular 
series of medical conferences, conducted for the entire phystclan.'Staff ? 



7 

If yes, how often do they meet? ■ 



No 
Yes 



□ 
□ 



□ 
□ 



16. Do you have a centralized mejjjliial I1brary-in your clinic? 

■ NO n 

^ . Y« n 

17. Does a cUnlc committee audit "medical retfords formally and syslematljjially? 

, • Yes; □ 

:.. ;i8.. jHow aW'nw^ | (Please .check the most appropriate one.) 

' "A. Department Decision | | 

^ . ' • B. Medical Director ''■:r''l ' Q] 

• . C. Procurement Committee/Director t 

D. Governing Body | | 

E. .* Other, please specify: 

19. Please attach a copy of your organization chart - a rough sketch will be satisfactory 

if printed copy is not available. ^ 



N 
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STANDARD LIST OF ADMINISTRATIVE TASKS 

This section contains a Standard List of Administrative Tasks that are 
commonly performed in health care delivery organizations. Please indicate 
for each of the tasks the following information in the appropriate columns: - 

1. * Indicate if the task is performed in your medical group. If the 

task is no± performed in your group j, circle ^'2'^ for that task and 
go directly to the next task statement. 

♦ i, 

2. If the task is performed by someone in your group, indicate who 
is chiefly responsible for satisfactory performance of the task 
in your .group according to the. following key: ' ' 

NO = No one in your organization 
LA = Lay Administrator 
' ^v MD^ ='-Medical Director (not simply any physician) 
' GB « Governing Body - 
Other = Someone other than- the Governing Body, Medical 
Director, ot Lay Administrator 

f 2. ^gardless of 'who is chiefly responsible for 'satisfactory per for-^ 
- / mance of the task^ please indicate the extent that your governing 

.body is Involved in the performance of the task on the scale 
> /ranging from ^'no person'alJnvolvement" (1) to "high personal involv 

ment" (5). Please speak for the involvement of your governing body 

as a whole. 



Hemmberi 
peirformd 



f .ggu circle a in Colwm [i (indicating that 't^ task is not, 
by: anyone in your groicp)^ you need not complete columns 2 and Z 



for that item. 
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STANDARD LIST OF AOMINLSTRAnVE TASKS 



n 



n«y/ NO • No Ont 

Ik • Uy MminUtr%xar 
m • Midi Olr^tor 
ca • fiovtnrtng 4Wy ■ • 
Othtr • Ottwr 



1* Collftct Information, process and avalu* 
ata Infonaatlon* and/or maka rectao- 
mandatlons ralatlve to factors, that 
night affact patient demand for your 
group's strvlcas, a.g.: 



Santral trends in tha anvlronaent 
(e.g., population census and demo- 
graphic data, social factors, econ- 
omic data, atc«). 



2. 



b. Legislation and regulations !( a; g«, 
NHI & HMO legislation. MEDICARE* 
MEOICAIO, ctcO- 

Your group's "competition" (e.g., 
othtr medical groups, hospitals, 

■. " " 

Collet information, process* and evalu-* 
ata information, and/ or make recom- 
mendations relative to factors that 
pright afftct the manner In which 
services 'are rendered In your group. 



. a. New medical equipment and procedures, 

:; b. New non-medical equipment and pro- 
^ caduras (e.g., POHR, Suptrblll, ata) 

c. Legislation and regulations (e.g., * 
• PSRO, third party payor 4ccountab11:t 

Ity regulations, t%c^). 

d. Internal processes (e.g., patient 
flow, overtime, cash flow, etc.). 

3* Establlsh/aporove your group's position- 
on Issues relatad to the praotlci^'of 
medicine In your group (e.g., 
accountability, llcansura/cartlfl- 
catlon, atc.}« 

4. Establlsh/aoorove your group's position 
on issues related to tha buslnass 
operations of your group (e.g., 
taxas, Superblll, etc). 

5* Attempt to Influenca the outcome of parad- 
ing legislation or regulations ti^t 
would affect your group practice*,; 

6. Establlsh/aoprove tha need to replace 

. existing or purchase additional 
metllcal equipment. 

7. ' Establish/aporove the need to repl ace 

existing or purchase addltlonar non- 
medical eoulpmant and/or sarvioes. 



1. 

Is this task 
performed In 
your group? 
(Please circle one) 



EKLC 



No 



Yes 



2 
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2. Who is drUftu 
responsible for 
satisfactory perfor- 
mance of this, task 
tn your group? 
(Please circle one <7nly)^ 



m U MD SB. Other 



1 2 3 4 5 



I 2' 3 4 5^ 
I 2^ 3 4 5 



1 2 3 4 



1 2 3 4 5 



1 2 .-. ■3«.^ -4 •:.rj."5 



1 2 3 4 5 



1 2 3 4 5 



1 2 3 4 5 



To what extent are i 

you p€r»cnaily 

involved in performing 

this task? ' 

(Please circle one) 
.\ ^- 
Mo — . High. 
Perianal Personal 
Involvement Involvement 
I i i \ 1 



1 2 3 4 5 
1 2 3 4 5 

1 2 3,4 5 



1 - 2 3 4 /5 



1 2 3 4 S 



1 '2^3 4 i 



1 2 3 4 5 



1- 2 3 .4 5 . 



1 2 3 4 5 



1 2 3 4 5 



1 2 3 4 S 



1 2. ' 3 4 5 



10. 
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«X0y: NO • Mo Om 

U • Liy Administrator 
K) • Mtdlal Olrvctor 
Gi • Govtming Body 
Otter • Otter 



Ntgot1at« purchase pHc«/contricts ftir 
supplies, eqiripwnt, tnd/or non- : 
nedlcal services. 

AE2E22il of equipment or 

services costing In excess of $l,00a 

EstabT 1 sh/aporove; 
• a. Criteria for quality care. 

b. Policies governing your group s 
organizational strticture. and type. 

c. Policies governing the nuaber and 
kind of patients that your group 
will serve. 

d. Policies governing the growth or 
reduction In the nuaber of physi- 
cians In jrour group. 

. . e. Vollcfes governing the growth or"^ 
' reduction In the nuaber of adnlAls 

trators In your group. 

f/ Policies govemlna the specialty 
• Bfx of jfour group^s physicians 

g. Financial policies* 

Accounting policies 

1. Physician personnel pollde^ 

. "^-X 

J. Non*phys1c1an p«r4fonne1 ^llpl 

*^ 

11. DevelOD loi)Ni|.-irange master plans (e.gl 
; fad Htyi financial, etc. J, 

■ V ' 

12. A|^!Sve<aQrqi, 'r^^ nefter plans (e 
^ ^^r^ f1naflcl4V* •tc.y. 

..13.^ SenrcfT and negotiate for .Inv 
capital. 

14. Approve vour group's operating budi 

15. Oevelop. review/ and/or revly 

^operating procedures Tort' ^ ^ 

a. Oellvarjng patient eark ^ 

b. Physician persoraiel leiUta^ 
c Hon-phyrldan — - ' ^ ^ * 

tion 

» d.' 

e. Cost 







1 




> 




• 












■ r 

• ■ lA • Uf;jWBlii1»tntor 
)0 - Htdleal Olhtctor 
SB • Covtming Body 
OtHtr ^ Otimr 

... - ( .V 


1* 

Is this task , 
performed in 
ydur group? 

(Pl.e£se circle one) 

• . ■ *' 


2* Who is ckUflu 
responsible for 
satisfactory perfor* 
(nance of this task 
' In your group? 
(Please circle 4i)e onl^)* 


• 

To what extent are J^:^^ 
Itjvo^ved inuperfbrnring 

this j^A'fn^ 

^^^PV^ase circle one) 




No . 


; Yes 


NO . ik^J^-^^ 


Other 


No 

Persona»l 
InvolvedKnt 




High ^ 
Personal 
Involvenent 


IS. 


Continued*,' 










* ** 




-+- 








ar. Diuan^ ana coil€Ctln9« 






X i 3 4 


/5 


1 


2 


3 


4 


5 


••• ■ 


9* Intanictlng and dealing with out- 
V 9 loe agencies* ^^j^^ 


1 ' ' -^- V 


12 3 4 


5 




2- 


.3 


- 4 


5 




SitheHn9,^proc5js4«g7^ij^ evaluating 
^^infor^jSofi'-iifiportant'^to your group. 


1 


2 


.12 3 4 


5 , " 


r 

1 


2 


3 


4 


5 




AoDPOve standard ooeratlno orocedures 
(new or revised) for: 






















e> • ' . . 
a. Delivering patient care*' 




? 


12 3 4 


• *•'■< 


1 


2 


3 


4 


5 




0* rnysi CI an personnel adBrt n1 strati on. . 


"'X 


2 


1 V "2 3 4- 


5 


' 1 


2 


3 


4 


5 . ; ; 




c* Noh-pttysician personnel adnrinlstra- 
n on. 




2 


1 2 '3 4 


5 


. tl. 


2 


3 


4 


5 ' 




a*/ uciiizBtion cpittrol (non«pnys1c1an}* 




2 


.12 3 4 


5 


1 


2 


3 


4 






e* Cost control s*. 


V 


2 


1 2 3 4 


: 5^ ' 




2 


3 


4 


5 




7* Dining ano« coi leccmg* ^ 




2 


1 f 2 3 4 


5 


1. 


2 


3 


4 






g* Interacting and dealing wl.t)) out- 
side' agencies* -.. ' ^ 


1 


2 


• 1 2 3 4 


5 . 


*• 

1- 


•i' 
2, 


3 


4 


5 




1;* Gathering, processing, and evaluating 
' , , Infonoatlon Inportanf 'to /our group* 




2 


1 2 * 3 .4 


^5 , 


1 


2 


3 




■■5 




Enforce adherence to standard operating 
- procedures byt 






■ ^ 








' 








a* Physician nembers (parti dipating}* 




/..■2 


1 2 3 * 4 


5 . 


. ...1.; 


.? 


3 


4 






b* Physician tjnployees (salaried)* 




/ 2 


.1 2 3 4^ 






' 2 


3 


4 


5 




c* Nurses ^ahd isedl cai technicians* ' 






:;VJ^2:*-Vi ■ 4. 




.1' 


2 


3 


4 


5 




d* Re^ptlonlsts, clerics, ancf malnten- 
ance personnel* 




2 


1 2 3 4. 


5 




2 


3 


4 


5 , 


'' ' ^ , 


e* Aonrlnlstratlve staff* 




2' 


12 3 4 


5 


1 


J. 


3 


4 


5 . 


10 


Develop physician staff Ind olaiis. 




2 


1 2 3 * 4 


5 


1 


2 


3 


4 


5 




uf^veiQp non«>DRysician starfTnQ oians. 






1-2 3 4 


S 


1 


2 


3 


•4 


5 




Approve staffing plans* 








5 


1 

B 


2 


3 


4 




21; 


Develop, review and/ or revise Job specl- 
ncations, joo aescnptions, and/or 
Job standards of: ^ 






















* • > . 
a* Physician ambers (participating)* 






12 3 4 


5 




2 


3 


4 


5 




D* . rnysician tnpioyees (salaried/* 




2 


12 3 4 


5 


1 


2 


3 


4 


5 




c« niiravi fliiQ Bmicsi bewinicians* 




2 


I 2 3 4 


5 




2 


3 


4 ' 




d* Receptionists, clerks, and main ten* 
|nce personnel* 

*^ , . 


,1 ' 




1 2. 3 ,4 


5 


I 


2 


3 


4 
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•U^t. NQ • No On« 

U • Uy AMnlstntor 
NO * AidlCAl Olrtctor 
O " tevtmlRg Body 
Othtr • OtHtr 



22. Agbrovj job specifications, job dtscrlp- 
tions, ind/or job stindir^ (nm or 
revised) far: . 

a. P<tys1c1an ntabers (partlclpatino). 

-cb. Phtsldan.anpfoyees (salaried). 

c* Mursts ajid medical technicians. 

> 

d. Receptionists* clerks, and DU*1nten-< 
ante personnel. 

e. Adflrinlstrttlve staff. \ ' 

23^ DeveToo. rfevlew^ and/or revise payratnt 
, pl«ns/s4lary scnedules and benefits 

for: ^ 

a. Physician DM^ers (participating). 

b. Physician enployees (salaried). 

c. Nurses and nadlcal technicians. 

, d. Receptionists,* clerics, and oulnten* 
f ance personnel. 

'"".■^ ■ ■ 

24. Approve paynant pl^/salary schedules 

and benefits (new or revised) for: 

a. Physician nenbers (partlclpltlng). 

b. Physician tnployees (salaried). 

c. hurses and nadlcal technicians; . 

d. Receptionists, clerks, and mainten- 
ance personnel. 

e. Adflilnlstratlve staff 

25. Recruit the following to fill opi^lngs 

In your organization: 

a. Physician BaBd>ers (participating). 

b. Physician nployees (salaried). 

e. Nurses and nadlcal technicians. 

d. Receptionists, clerks, and ulnten- 
ance personnel . 

25. . Negotiate salary and benefit contracts 
with organized groups of personnel. 

Approve contracts with organized groups 
Of perspnnel. 



ERLC 




Is th1s-;taslc 
perfomed In 
your group? 
(Pleas< circle ont) 



No 



2 
2 
2 



2 
2 
2 

2 
2 

2 
2 
2 

2 

2 

2' 



2. Who Is dritftu • 
responslblt for 
satisfactory perfor- 
BBnca of this task 
Ihjyour group? 
(Pleasa circle one only)* 



KO U MO SS Other 



2V 


3- 


4, 


2 


3, 


4 


2 


3 


4 




<- 




2 ' 


3 , 


4 




3 


4 


2 


3 


4 


2 


3 


4 


2' 




4 


2 


3 


4. 


Z 


3 


4. 


ti 




4 


2 


3 


4 


2 


3 


4 


2 




4 




■ * 




2 , 




4 








2 


3 


4 


2 


3" . 


4^^ 


2 


3 


4 
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3 4 * 
3 4 ^ 



3-. ■ ' .i • 
To what extent are ' 
you ptTBonaltu 

: Involved in performing 

■ thi? task? i 
(Please circle one) 

No - High 
Personal Personal 
Invblvanent Involvement 

I 1 1 J • 




1 2 
1 2 



I 2. 
I .2 
I 2 

I 12 



1 2 
1 2 
1 2 



3 4 
3 4 
3 4 



3« 4 
3 4 



1 2 3 

I _ 2 „ 3 
12 3 



2 3 4 5 

2 3' 4 5 



3 4 5 

' » . 

•3 a* >5 

3 4 5 

3 4 5 



1 2 3 4 5 

1 2 .3 4 .5 



4 5 
4 S 
4 5 



1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 8 



LA' • 'Uy AdvinUtntor 
KD • Htdtul Olrtctor 

Otmr •.Othtr . ^ 



Is. this task 
perfomed In 
your group? 
[Please circle, one} 



Z^/ Approve appolntsient/hlHng of: 

, a.. Ptiyilclan nwbers {part|c1pat1ng). 

b: Physician employes! (salaried). : 

c« NursQi and medical tet^icians. 

d; Receptionists, clerks, and tnainten- 
' ^ ance personnel, 

a. A(terinistrative m^f- 

29; Approve end of probationary appointments 
; . >for pftysiciani. 

30, Negotiate contracts vrlth^ physicians who 
wish to jdp the.group, 

3L Orient and train new personnels 

a. Physician mejnbers (participating), 

b. - Physician anployees (salaried), 

Cr Hurses and medical technicians. 

d. Receptionists, cleHcs, and mainten* 
ance personnel. 

32. Survey the job satisfaction of: 

^ a. Physician neobers (participating): 
Ifv- Physician eaiployees (saUried). 

c. Nurses and medical technicians. ' 

d. - Receptionists, clerks, and mainten- 

ance personnel. 

. e: Administrative staff. 

33. Conduct Job perfornance evaluations for 

a. ^''Physician menbel^ ( participating). 

b. Physician employees (salaried). 

I ' ' ' 

c. Nurses and medical technicians. 

d. Rcciiptlonists, clerks, and mainten- 
ance personnel. 

e. AWlnistrative staff. " - 
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No 



Yes 

2 
2 
2 

2 

2 

1 
2 

2 
2 
2 



2 
2 
2 

2 
2 

2 
1 
2 

2 
2 



/ 



Who Is okUfjM 
respions1b>e for 
^itisfactory perfor- 
mance of this task 
"^iQ -^ybur group? 
(Please circle one only)* 



fiO LA 68 Other 



2 . 3 
2^ 3 



2 
2 

2 

2 



2 
2 

2 
2 

2, 

2 
2 

2 
2 
2 

2 
2 



/ « 
3 



2 3 
2 3 



3 
3 

3 

3 , 
3, 

3 
3 

3 
3 
3 

3 
3 



5 
5 
5 

5 
5 

5 

5 

5 
5 
5 



5 
5 
5 

5 
5 

5 
5 
5 

5 
5 



1 



Jo what extent are 

.■Jyou:ptcforutl'ln 
Involved-ln perfonning 
this task?^ 
(Please circle one) 

No High 
Personal Personal 
Invol yement Involvement 

1 1.1 i 1 



12 3^ 4 5 

1 2 3 4,5 

■1 2 3 4 5 

1 .2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 



2 3 4 5 
2 3 ' 4 5i 
2 3 4 5 



1 2-3 4 5 



1 
1 
1 

1, 
.1 



2 3 4 '5 
2 3 4. 5 
2 3 ,4- 5 



2 3 
I 3 



1 2 3 
1 2-3 
12 3 



4 5 

4 5 

4 5 

4 S 

4 i 



1 ? 3 4 5 
1 2 3 4 5 



V 



LA " Ur AdBlnlstrator 
lO • Ktdlcil Olrtetor 
fit • tev«mlD9 Body 
Otiwr • .Otbtr . 



34. 



- 35. 
.17. 

3a. 



39. 



Approve pi*OBOt1ons of: 

a, Pftysldtn nenbcrs (participating). 

b. Physldan tnployces (siUrlM). 
c* Nursts and otdlcal technicians* 

d. RtcaptlonlstSt c1trks« and malnten* . 
anca personnel . 

e. Adiri hi strati ve staff. 

Approve i >d1saissaTs and terminations of: . 

a. Physician osployees (salaried). ^ 

b. Nurses and nedlcal technicians. 

c. Receptionists, clerks* and malnteh* 
. ance personnel. 

d. Adalnlstratlve staff. 

Negotiate dissolutions from the lo^er* 
ship of phystd an members (partld- 
peting) who leave the groUp. 

Interpret group policy and clarify pro* 
•cedures for staff and t»p1(^ees. 

i» ' 

Counsel , to assist with^ personal 
problens^c yt 

a. Physician psters (partldpating). 

b. Physldan taployees (salaried).^ 

c Nurses and DMdIcal technldans. 

d; Receptionists* clerks* and mlnten- 
ance personnel. 

Mediate/arbitrate Interpersonal problem 

a. Anong physicians. 

b. Aeong nurses and laedical techn1cians% 

c Anong receptionists, clerks* ahd 
naintenance personnel* 

d. Anong adBrinistrative staff. - 

. e* Between phystclans and nurses. 

f« Between physldans and adsrinlstrators 



ERIC 



Is this task 
performed In 
your group? 
Please circle 



one] 



No 



.1 

1 
1 

1 
1 

1 
1 
1 



Yes 

2 

2^ 
2 • 

2 ' 

2; 

2 

2 
2 

2 
2 

2 
2 
2 



2 
2 

2 

z 

2 
2 



2. Who Is akisfUj 
responsible for 
satisfactory perfor* 
mance of this task ' 
In your group? 
(Please circle one onZj/)* 



NO U HO ^ Other 



'I 

I. 

1 

1 
1 

1 
1 

1 
J 



1 
1 
1 
1 



2 
2 
2 

2 
2 

2 
2 

2 
2 



1 2 

1 ^2 



1 2 
1 2 
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5 
5 
5 

5 

5 

S 

S 
5 

5 
5 

5 
5 
5 
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3. ' • ^ 

To wfjat extent are 

.jfou personallif 
* Involved 1h performing . 

this task? 

(Please clrcle^one) 

No ^ High 
Personal Personal 
Involvement Involvement 

I I I 1 i 



1 2 3 4 5' 

1 2 3 4 5' 

1 ^ 3 4 5 

1 i Z '4 5 

1 t 3 .4 5 

■ ' . -. * 

1 2 3 .4 ti 

1 2 '3 4 S 



,2 -.3^ 4 5. 
2 3 4 S 



1 2 3 4 5 



1 2 3 4 5 



2 3 4 
2-3 4 
2 3 ■ 4 



,1 2 3 



2,3 4 
2. 3 4 
2 3 4 
2 3 > 4 



V 4 5 



*Xmv: no - Xo Ont 

U ••Unr Adulnlitntor 
» 1 Mlaictr Mrtctor 
,68 • 6o««m1n9 Body 



40. 



D1$cip]1n€: ; *V 

* •• ^ - • ' ' . ' • ' -vX ■ 

a. - Phys;1ciain-;^Bwnbeps (partlcipatijng). ' 

b. Physician enployeies (salaried). 

c. Nurses and medical tedmi clans. / 

d. Receptionists, clerks, and oainten^ 
, ance persortne). 



e. Administrative staff. 



41 



Secul-e liability insurance covenigt for7 
• your group and/ or your physiclani^^y 

42. Survey patients ti ascertain levtl of 

I patient satisTactlbn and/or areas of 
dissatisfactlon.vw 

43. Resolve non-medical patient coaiptaints 

(e,g.\ charges, fees, personality" 
clafMs, etc), ^ - 

44. Med i ate/a rbltrata between the group's 

physicians and patients *in conflicts 
over medical services. 

45. Represent the group or individual physi- 

clans in court appearance on collect* 
ion caseJr 

46. Represent the group^ or individual physl-t 

clans in court appearances on ma4« 
practice litigation. 

. ' . ' ■ . > ■ 

47. Visit the group's patients jn the hosp.i- 

tal for publ^l^' relations purposes ^ 
(nonHoedlcal purposes). 

48. Transmit inforoatlon about your group's 

facilities and'strvlcas to iijter-^ 
ested persons and/or organized con* 
suoer groups, 

49. Represent XQur group at health care \ , 

workshops and ineetings.^ 

50. Represent your group in civic matters 

and projects. 

51. Participate in public health education 

efforts, , 

52. , Try to gain the, coanunity's (or^public's) 

acceptance' and support for your group 
and its. various programs.' 



ERLC \ 



li. 

Is this tasi: 
performed in 
your group? 
(Please'-circle^ne 



No 



Yes 



I- 
1 



2 
2 

2 



2 
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2. Wrt]| is c/tiifZii . 
res (JortisTBTeTor 
sat1s%tory perfor- 

^ nance of thts ,task \ 
in your group? 

, (Please circle one anhj)*' 



NO lA >© GB 



ler 



I 
1 
I 

1 
1 



9?. 
2^ 



3 
3 
3 

3 
3 



I 2 3 4 5 



1 2 3 4 5 . 



1 2 3 4 5. ^ 



sr. 



1 2 3 4 



1 ' 2 3 4 
r Z '3 4 



12 3 4 



1 2 3 4 >S 



1 2 3 4 '5 



To what extent/are 

involved in performing 
this task? 
(Please«circle one) 

No > High'- 

Personal Personal 

involvement ' Involvement 

— I ■ 1 ' 1 ' 



12 3 f 5 
: 12 3 ^ 4 ! S ' 
/^•l Z 3' 4 S ; 

•1 2-i 4 5.' 

1- . ? . 3' 4- 's'v 

1/2*3 ^ 5 * 



1 2 3 \4 5 

1 2 3 ■,4.5 i 

1 2 3.4 5 * 

1 2 3 4 5 - 

1 2 3 \A 5 
1/ 2 3 4,5 

1 3 4 5 

1 2 3 4 5 

1 -2 : 3 • * _ 5 ^ 
I 2 31 4 5 

1.23 45 



•U^t NO • NO Om 

U • Ur AdBrinlttrator 
« • Hidlctl DIrtcur 
a « Sov«ni1ii9 lo^ 
Otbtr • Ott»«r 



53. Work with' the ntws mdik In reltasing 

publlQ ind civic Intarcst storits, 

54. Nt^oti ate medical services covered lAdei 

health care contracts with organized 
cpnsimr groups/ 

55jr> Negotiate fees or prices for health are 
• ' contracts with organized consumer 
groups* 

56. Approve contracts with organized con- 

suBcr groups. 

57. Settle ^evances with Industrial- or 

group accounts. 

58. Work with third party payors to is^isrt 

efficient collections 'for the group 

59. Please write in any taslts that you feel 

should be added to this list and 
conplete the appropriate columns 
for each additional task. 



Is thi's task 
performed In 
your group? 
(Please circle one) 



No Yes 



1 2*^ 



I 
I 

I. ' 
1 



2 
2 
2 



Who Is ofrt^fly. 
re^nslble for 
satisfactory perfor- 
mance of this task 
In your group? # 
(PleaA^circle ,one cmly)* 



NO U' N) 68 Other 

» ,<> 

I 2^*3 4 i 

1 2 3 4 5 

1 2 3 4 5 

I 2 3 4 5 

I 

1 2 3 4 i ^■ 

1 2 3 4 5 



To what<«xtent are 
ycu Dtrmonally, 
1nvolved'».1n performing 
this task? 
- (PTease circU on*) 



High 
Personal 



. No 

Personal i 
lAvolvcoent Involvefoeiit 

I 1 1 ^ 



1 2*^ 3 4 ^ 



I 3 » 4 5 

1 . 2 ' ^3 / 

1 3 4 5 

1 2 3 4 5 

1 2 3 4 5 
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B«lw irt I nii^sr of liypothetlcil changer tliililylit b« u<l« In i nedlcti group prictlce. PItm rjivlw thi Hit, then do two thlngi: 
^ Ihen, Indlcite by pl*,^ m r In the ipproprltte box(e$), ill those penoiii or groupi itlio would ptrtlclpite In tlie declilon. 



Decision ^ 


Governing 
Body 


Hadlcil 
Director 


Clinic 
Adulnlttntor 
or Astlstint 
AdelnUtrttor 


Nedlcil 
Depirtnent 
Ikid 


Non-Hedkil 
Depirtwnt 
Supervisor 


IndUlduil 
Physlclin 


' • Other 
Specify! 


InltUU a m patient education 
^ prograi for diabetics 


1 


2 


' 3 




S 






h 

Setting the fee schedules for the ' 
clinic 


^ — 


1 


3 




S 


J 


J 


Change In tlie level of fenjneratlon 
for an Individual pl^^-tcUffteiter 
'"Iparllclpatlng) ! ' 




2 


3 


4 


c 

3 


D 


/ 


Change In the hours of ^nic 
, service . 1^ 


I 


2 


3 


< 


i 


6 


? 


/ Establish a new cost' finding systei 
for the clinic 


1 


I 


■ 3 , ,^ 




5 


( 


; 


Redecorjite and refurnish the 
clinic waiting area 


l « 


2 


3 




5 


1 


/ 


> 

Dusfness Insurance declsl(ins for 
the group (e.g», liability lnsu^ 
ancOi not fringe benefits] 


1 


2 


3 




5 


t 


/ 


Temlnatlon of a non-physlclan 
professional person 


1 


2 


3 


• 4 . 


5 


S 


1 


Approval of a feasibility study 
on a partial pre-paid nedlcal 
progran In the group 


1 


2 


3 




5/ 


6 


1 


Routine Nork asslgnwnt scheduling 

?^"forArlcal personnel In business ' 
ii^offiP. 


1 


2 


f 




S 




• 



IV. CRITICAL TASKS , • 

Please list the fiye most important tasks* that your governing body performs. 

1. Most important task: • \ 



ERIC 



\ 



' 2. Second most important: 



,3. 



5. 



*A task is herein defined as a working-level activity in which your goverrdng- 
body parti ci plates. A task statement (five of which you are asked to provide) 
must describe what your goverrnng body does and for what purpose. Try to make 
your task statements midrangej i.e., neither too specific nor too general . 
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APPENDIX B 



Number of Respondents Per Group Practice 



Frequency Distribution of Professional Administrators' 
Responses to^ Decision Table Section 

V. . • ' 

Frequency of . Responses by Pir;ofessional Administrgitors, 
Medical Directors, arid Governing Bodies. — Content 
Analysis of, the Five Most Important Tasks 

Percentage of Professional Administrators' Responses 
By Size and Payment Mechanism— Organizational and 
Biographical Data - 



Professional Administrators' Responses by Size and 
Payment Mechanism— Chief Responsibility Expressed as 
a Percentage of Subsystem Tasks in Each Katz and 
Kahn Subsystem (Column 2 of Standard Li'st) 

Percentage of Professional Administrators' Responses 
by Size and Payment Mechanism— Critical Tasks by 
Fine's Methodology 



Professional Administrators' Responses by Size and 
Payment Mechanism— Professional Administrators' Average 
Personal Involvement by Who is Chiefly Responsibly in 
Each Katz and Kahn Subsystem (Column 2—3 Interaction)* 
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i 

V 



. • - TABLE B-1 ■ 
Number of- Respondents Per Group Practice ' 



/ 



Nutnfter of Respondents • -f 
' ■ — ——■ ■■ — — 



r 



Lay admin istrato'r only / 315 

Medical «di rector only • . 7 

Governing body chairperson only . 3 

Lay administrator and medical director ......... . 36 

* ■ . • ' . * ^ 

Lay administrator- and governing body chairperson 171 

Medical director and governing body chairperson 2 

Lay administrator, medical director, and governing body chairper$0^n.V^: A 61 ' 



1- 
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TABLE B-2 . ' 

Frequency Distribution of Professional Administrators' Responses 
TO Decision Table Section ' 



1. Final authorltY for decision 

Initiate a new patient education program for diabetics: 

Governing body 

Medical director. 

Administrator . . . . 

°' Medical department ^ead 

Non-medlcaT department supervisor 
Individual physician 

• ' Other , 

— 0 " ^ » •>.' ■" 

b. Sejttl^ig the? schedules for the clinic: 

. . , ' Governing body 

. Medical director. . 

Admin Fstratpr 

Medical department head . . ... 

V Non-medical department supervisor 

IndJvlduaL physlcl'in. 

Other • , . 

c« Change in the level of ramun^rition for ah Individual jjiiiy si clan 
nember (partlclpatlngy: - ^ ^ ^ - ,5^ 

, Gbyer*nlnsf^ body« ; . . . 

V ^ V Medical directqr. • • .' . . . 

' , AdBiinlstrator , . . * 

• ^ ^t,\ •' ' * • • • 

.r Medical department head • . • • • 



257 

63 

9 
72 

0" 

101 

n 

17 
^♦7 
]k 
0 
29 
16 



470 
23 
* 13 
5 



-T.'\BLE B-2. (CbNTINUED--2 OF'W) - /' 

i 

I • • * 

(Continued) , ^ 

Non-m«dIcal depar'tment supervisor 
Individual physician. . . . . . . 

Other .............. 

* 

Change In the hours of clinic service: 

^ Governing body. ......... 

Medical, dl rector , 

Administrator . ' 

Hedlcal departjnent head 

Non-inedlcal department supervisor 

/ Individual physician 

Other . 

Establish a new cost finding system for the clinic: 

Governing body. ......... 

Medical director, 

Administrator 

Hedlcal department heai^ • . . 

' i , ■ • . 

Non-medical department supervisor 

Individual physician, 

Other . . . .1. . . 

Redecorate and refurnish the clinic waiting room: 

Governing body. 

Hedlcal director. 

Jb.58 164 



(Contlnund) 



Administrator 



Medical department head 

Non-nedjcal department 'Supervisor > 

Individual physician. . . ... . 

^Other 





Business Insurance decisions for the group (e.g., llablNty 
Insurance not frlnge^benef Its) : 



Governing body. 
Helical director. . ^ 
Administrator' . .. . . 



Medical department head . . • . . 
Non-medical department supervisor 



Individual physician. . • •,«*^« • 

Other ^j^yk 

^ .. ." - ^ ; \ 

- ^ ..^ 



TenQ|fi^tlon of a non-physlclan professional person: ;V • 

Governing body. • • 



hedlcal director. 



^ Adml nlstrator . r 



Hedlcal department head • . ... 
Non<-medlcal 'department supervisor 
Individual physician. . • . • . . 
/.Other • '• ... . . ';••.«••. 



165 



159 



TABLE. B-2 ' (Continued--^ of W) 



■ ' • ^ 

(Continued) 

I. Approval of 4 feasIblUcy study on a partial pre-paid medical 
program In the §{^p: v * 

Govern I ng body ... . . . . * . . . . 

■. ■ ) • ■ 

, Medical director. 

Administrator 

Medical department head . . . . . 
\ Non-medical department supervisor 

Indlviduar physician. . ^ . « J . 

" . . - . Other .... . 

• • " • ■ < . • 

J. Routine work assignment scheduling for clerical personnel In 
business office: v ^ 

Governing body. . 

- - ~ Medical d I rector. . . . . . ... 

Administrator 

* ' ■ . Medical department head . . . . . 

Non-medical department supervisor 

Individual physician*' 

c 

° ■ ■ ■ ' %■ 

. other , ' . '. 

Persons who partlclp^ate in decision 

a', initiate a new patient education program for diabetics: 
(1) Goverrflhg body: * 

, , > No. 

. ■ ^' • . > / ^ ■ Ye, 



- : 160 



TABLE B-2 (Conti-nued— 5 qf 14) 

■ • ' ' ' 

- Xjjk. ■ . • . 
■ ■ ■ ^ ■■■■SM- 

" \ fr . . ■ ■ ' ' ■ ■ 

2^ a. (Contlnu«d) A'^- - . ■ ' ' 

^ (2) Msdrcal df^re|5^r: . 

» •* . * . , ' , 

(3) Administrator: J^'^ / 

• /• .. ■ ^ 

(4) .HBd|cal department head: 

^ (5) Non-medical department supervisor: 

• ' . . ' . • . ■ 

(6) Individual physician: 

' ■ . •• . . . I 

. . ^JP^ Other: • " ■ 

^ ■ . ~ . .• . . , ■ 

b. Setting the fee schedules for the clinic: 
. (1) Governing body: * 

••• ^. ■ • -^ • » 

A ^.4.- „ ■ . ^ ■ ■ — — — f—-— — — 

.. •:' ■ 161 : 

/ 167 • 



No. ' 
Yes- 

No. 
Yes 

s 

No. 
Yes 

HOa 

Yes 

No. 
Y<is 

No. 
Yes 



No; 
Yes 



4A5 
J 38 

286 
297 

k\^ 
170 

528 
55 

n 

317 
266 

565 
.18 



517 
65 



TABLE B"2:: (CqntinuedVSJof' 1^^ 



2. b. (ContinUSfd) 

(2) Medical director: 



(3) Administrator: 



r 



\ 



» (k) Medical department head: 



(5) Non'>med1c^1 department supervlsorr 



No. 



Yes 



No. 



Yes 



No. 



Yes 



No. 
Yes 



117 
36 



,(6) Individual physician: 



ERIC 



. No. 



Yes 



(7J Other: 



No. 



c« Change .In thejevel of remqneratlon for an ^Individual physician 
member (partjclpating) : 
(1) Governing body: , 

. ■ • ^' ^ ^ : ' No. 



Yes 



^'162 

168 



351 

232 y 

558 _ 

.25 



551 .. 
32 



'TABLE"" B-2 (CONTINUED-^OF 



2*. c. (Continued) f ^ 

t2) • Medical director: 



f 

No. 
Yet 



(3) Administration: 



(k) Hedlcaf departmef/t head: 



No. 



Yes 



No. 



'Yes 



235 
348 

*■ ■ 

1 .65 



(5) Nort.tmed I ca I depfrtment supervisor: 



No, 



Yes 



582 
1 



EKLC 



(6). Indlvrdual >hyslclan: 



(7) Other: 



No. 



Ves 



d. Change iti th«.hour$ of ollnlc^ervfce:^^^ . - 

(1) Governing bpay J ' <^ J . : . ^^v- . ■ ^. ^ * 

' • ^ -'V ":V^s -.■^ ■ ■ ■■■■ ,No. 



h08 
175 

V5S9 

V"'' ^ 



;-3.33' 



' TABLE B-2 (Continued-8 0FJi4} 



2. ^d. "(Continued) * 

(2) ll^dip^l director: 



No. * 



Yes- 



^30. 
152 



(3). . Admlnlstrat 



f 



No. 



v*^ Yes 



13.6 



(4) Medical departmen: headl 



^ '■ 



{5). Non-medical department supervisor: 



(6) Individual physician: 



(7) dther: 



Establish a* new 'cost finding system for the clinic: 
^ (1) Governing ^ody: 



C 



164 

170 



Ho. 



Yes 



No. 



Yes 



No. 



.Yes 



No. 



Yes 



^♦75 ^ 
J07 , 

510' 
72 

375 
207' , 

568; 
15 



No. 



jfYes 



^^5 



138 



TABLE B-2 (Continued— 9 OF m) 



2. (ContInti«d) 

(2) Medical director: 



4) 



(3) Administrator: 



(k) HadUal dapartment haad: 



(5) Non-nwdlcal departmant suparvlsor: 



(6) Individual physician; 



(7) Othar: 



165 



No, 502 
Yes. 81 

Ho, ' 366 



Yas * 217 



Mo.^ 538 

Yes <»5 

No* 509 
Y*» . 7^* 

No. 

Y« 65 

Mo* 55^ 

Y«« 29 



f. Redecorate and refurnish the clinic waiting area: ^ 

'(1) Covernlng body: 

I . ^ No. i»86 



Yet 97 



TABLE B-2 (Continued— 10 .of W) 



2. f. (Continued) 

(2) Medical director: 



(3) Administrator: 



(4) htedical departinent head: 



(£) Non-rnedical department supervisor: 



(6) Individual physician: 



(7) Other: 



No. 
Yes 

No. 
Yes 

No. 
Yes 

No. 

No. 

Yes 

t 

No. 
Y«i 



g. Business Insurance decisions for the group (e.g., llabltl-ty, 
InturanceK not fringe be<^efItl): ^ 
(1) Governing body: 

1. • ^ ./ . 



No. 



Yet 



507 
76 

23A 

528 
55 

. 513 
70 

A76 
107 

557 
26 



«»7I 



112 



K 



166 . 



I* 



TABLE B-2 (Continued--11 of 14) 



2. g, (Continued) 

(2) Hadlcal director: 



ERIC 



(3) Administrator: 



(k) H«dlc«l departJiwnt Nad: 



(5) Non-nMdlcAl departmont supervisor: 




(6) Individual physician: 



(7) Othar: 



h. Tarml nation of a non-phytlclan profattlonal partem 
(l) ' Govarning body: ^ 



No. 
Yas 

Hp. 
Ya^ 

No. 
Yas 

No* 
Yas 

No. 
Yas 

No* 
Yas 



Yas 



167 

173 ' 



97 



252 
331 

563 
20 

57'* 
9 

<*9d 
^5 

558 

25 



No. kjk' 



109 



■TABLE\B-2 (Continued— 12 of W) 




h. (Continued) 

(2) Medlcai director: 



A 



(3) Administrator: 



W Medical department head: 



'(5) Non-medical department supervisor: 



No. 



Yes 



No. 



Yes 



No. 



Yes 



No. 



Yes 



(6) Individual physician: 



(7) Other: 

I 



No. 



Yes 



:No. 



Yes 



I . y^roval of a feaslblMty study on a partial pre-paid medical 

program In the group: - ^ . 

(1) Governing body: 

> • 

No, 

/ -V ;V'^* Yai 



168 174 



' TABLE B-2 (Continued-13 of W) 



2. !• (Contlntiad) 

(2) ' Hedlcal director: 



(3) Administrator: 



(k) Had lea I dapartmont head: 



(5) Non-roedlcal department supervisor; 



(6) Individual physician: 



(7) Other: 



No. 
Yes 

No. 
Ye* 

No. ^ 
Yes 

No. 
Yes 

No. 
Yes 

Mo«{ 
Yet 



447 
136 

172 
k]\ 

522 
61 

558 
25 

472 
HI 

558 
25 



ERIC 



/ 

175 



69 



/ 

TABLE B-2 (Continued^-W. of 14) 



(Continued) 

j. Routine wo rk* aasignmenc scheduling for clerical personnel 
in business office: ; ^ , 



(1) Governing bo^y: 



(2) Medical director: 



(3) Administrator: 



(4). Medical depa 



(5) Non-mcdI'ca 

■ ■ 




No, 



Yes 



No. 



Yes 



No. 



Yes 



No. 



Yes 




562 
21 

22 

503 

•80:, 

570. 
■13 



1> 




(6) Individual* physician: * 



No. 



Yes 



559 
Ik 



(7) Other: 



fTo. 



566 



Ml'.' 



ME B-5 



PONSEs BY Professional Adhinistrators, Medical Directors, and Governing Bodies- 
Content :Analys is OF the Five Most Important Iasks ^ 




r 



Clinic Admlnlstr^tio|[ 
J. Business Hanap^^i^ 
a. Approve •cdifraots,':: 

7' 



b . Approyj^ddnpUt rj^t I ve dec I s I ohs 



c« Cons 
, bus! 
sonne3)'f 



i^prol^^sslonf^ on group 

ttttrs (e.g.^jiji^arleSf finance, per- 



Coord in^i 
e.^^(bprdlna?e|^ 



f. Dlrect/evaluiitei''' 
< business 




[geoient system 

repaid prograni... 

lonal administrator in 



g. Interpret ^i^'iw regulations regarding. 
group^jP^ 



h. hk^^fl^W^^ 



JM»th^j procedures. 



I; 



iupdate organizational structure.;. 



J* $lit|^P standard operating procedures In all 
lects of clinic operation., ; 

^ k.. Direct day-to-day business 'affair^ of group 

I. Evaluate performce of outside^consultants 
•'^K (^'9'» lawyers, accountants). 

; ■ ■ 7 ./ ' 

iijk;'.f^ll/Ow voluine figures pf group practice 

ji. Handle inalpracllca lawsuits.. .< 

0. iljl^rpret/executA'dll-ectlves/pollcles of govern- 



lA 



1st 2nd 3r(l ki\\ 5th 



530 522 ki(> ki^ kli 



0 0 0 0 0 

0 0 0 0 0 

0 0 0 0 0 

1 i I 3 1 
0 0 0 0 0 

0 0 0 0 0 

0 0 ' 0 0 0 
,02010 

0 0 2 5 r 

17 12 26 21 16 

76 22 1^ 17 22 

0 0 0 .0 0 

0 0 0 0 0 

0 ,0 0 0 0 

le 15 |ii 6 3 



HD 



1st 2nd 3rd |tth, Sth 



eii 83 83 70 60 



0 0 3 0 0 

0 It 0 0 2 

5 I k 5 3 

0 0 0 0 

2 I 0 0 1 

2' 0, 0 I '.O 

0 0 0 0 0 

0 0 0 0 0 

0 0 0 , 0. 0 

0 0 0 0 0 

0 ^ " " 

0 0 0 0 0 

1.0 0 0 0 

0' 0 0 0 0 

■5 „2 I 0 I 



GB 



1st 2nd 3rd 
178 160 156 



\kk nk 



0 0 I 

8 2<i 6 

3 10 6 

0 0 0 

0 I 0 



5 I 

3 5 

0 0 

0 0 



I 0 2 ii 6 

0 1 12 0 

0 0 0 0.0 

I.I 0 00 



0 0 0 

0 0 0 

0 0 .0 

0 1 0 

0 0 I 

6 0 1 



0 0 

0 0 

t 

1 0 

0 0 

1 \ 

'f 

0 0 



'I|LE l)-3 (C0NTINUED--2 OF 6) 



(Continued) ■ ' 

p. Hake fliajor decisions : m. 

<|. Prevent union Intervention In operation 

r. Supervise maintenance of facilities......... 



finance: 

a. Accounting ,tuftct Ions. 



b. Approve inaJoT expendl tures. . .... 

: c, Approve iDanageinent^qf finances.. 

i < Budget preparation.; ^ 

e, tonduc't fund rdlsirig activities, 

f: Control Expenses to maintain, cash flow.; 

'g. Develop/supervise procedures for billings... 



ERLC 



h. Establish and adjust fees; ; 

I, Hanage/report financial status of group.. 



J, Haoage pensions/profit-sharing plans/lnvestdients 

k; Purchase equipment and supplies 

I. Supervise payroll 



Growth: / 

a. Approve plans for physical expansion (e.g., 
. renodeling, property acquisition). 

b. Developvlong range plans and goals (e.g., plans 
for coiiifliunlty needs) . 

c. Develop or approve long range plans and goals.... 

d. Develop plans for physical expansion (e.g.^ re- 
iDodelIng, property acquisition). ' 



LA 



1st 2nd 3rd iith 5th 



0 0 

0 I 

0 2 

17 22 



0 0 ,0 

0*2 0 

II ia 20 

2^ 13 8 

0 0 0 



5 8H 



32, Ik 
32'53 
0 0 
,52 
2 ■ 1 
0 6 
2 0 



19 19 
32 37 

0 ■ 0. 
.29 ,23 
"5 12 

18 , 32 



,0 0 0 



15 20 
0 0 



15 21 

0' 0 



5^ 



3 15 6 7 



HD ' 



1st 2fld 3rd lith 5th 



0 0 0 0 0 

0 0 0 0 0 

0 0 ,0. 0 0 

0 0 12 2 

1 D 10 0 
o' 0 1, 0 0 
1 0 'O 0 1 

0 0 0 



0 0. 
0 0 



I. 0. 



0 0 0 



0 0 0 



k k 



•8 19 



II 9 5 

0 0 0. 
1, 7 8 12 



0 Q 0 0 



GB 



Ist 2nd 3rd ^ith 5th 



12 0 2 13 



.0 0 0 



0 
2' 



3 

1.2 



5 13 12 
15 13 3 
0 0 0 



13 
5 



0 0 0 1 



0 0 d , 0 ' 0 



I .^1 l( j. 

0 0 3 2 

0 12 5 

0 0 0 0 

0 0 0-0 



0 0 0 

3: i> 5 



0 0 , 0 0 0 



ME B-3 ' aONTlNUED"3.0F 6) 



A. 3* (Contlnuad) 

e. Secure new accounts (e.g., Individual and gr6up) 

^ I loflcy: ' ■ ^ 

a'. Determine personnel policy....... 



b. Develop/approve changes In group practice poli- 
cies, 



c. Develop/approve Fiscal policies ^ 

d. Develop/approve Internal policies and by-laws.. 

e. Develop/approve group practice policies.. 

f. Develop/approve personnel policies....,.....,.,. 
. g. Develop group'practlce policies...'. 

1). Develop/approve operations policies 

t I, Recommend changes In policy. 



Staff Haf^ageinent * .tjj 

I, Detemlne compensation (e.g., salaries, fringe bene- 
fits, profit sliaMng).! \ 



2, Determine nonmedical perspiinel staffing needs, 



3. Direct/monitor wor|( loads (e.g., viork scheduling, 
routine and' on^ciH hours). -^r \ 

i Estabilsh/nbnltor educational standards for employ- 
efts. 

5. Evaluate, prof Iclency of'staffi , ; ' 
Ail staff.... .........7.17...,. 



lid 



I. Hedicai staff.... 

II. Nonmedical staff. 



. LA 



1st 2jid 3rd klh 5tii 



3 2 7 - 2 } 

0 0 0 0 ^ 

0 0' 0 0 0 

0 0 0.00 

0 0 0 ,0 0 

0 ' 0 0' 0 0 

5 i> 6 5 2 

0 0 0 .0 0 

3 5 ''2 3. 2. 



I' 



5 H . 9 ' "i B 
2 7 7 3 ,1 

20 3 12 II 3 

0 I 0 0 o' 

1 3 ' .'tv v J ■ 2 
0 . 0- ' V4,.; 0 
0 r j'fiO ' tl 

•7''7;'^^4M^^ 



HD 



1st 2nd 3rd' iitli Stii 



I 1^2 0 0 



0 0.^0 0 0 

0 0 0 0 0 

0 0 g D 0 'o 

0 0 0 0 0 

3' 0 2' 0 t 

0 0 2 I 0 

1 4 

0 0 0 0,0 

,0 0 0 0 0 

0 0 0 '^0 0 

0 2 0 0 O^i 

•0 ^ ,0 0 0 

7 2. 3,,. 5 2 

■ . . ' ■ ' ^ 

0 ^ 0 0 0 I 



0 0 0, 0 0 

■J, 0 00: 0 

0 0 0 0 ,0 



GB 



Jst Tnd 3rd 4tti 5ih 

0 3111. 

0 0 0 0 i 

0 2 3 2 1 

0 0 ' 3" 2 1 

0" 0 0 n 0 

2B 10 — O; 0 J 

3 I 



0 ■ 0 

0 .0 l|, 

7 0 2V.. 2 

0 0 0 



0 0 



2 'S B i ,2 

0 0 0 0 0 

1 0 1. 2 I, 

0, 0' 0 < 0 



0 0 , ,0 0 
op 0 , 0 
0 0 '0 0 



/• 



; 1' I 



TABLE "B-3 (CoNTitjUED-4oF 6) 



V,' f 



J ... 



B. (Contln^jed) ",..„■•'' 
.6. Facilitate employee- sat.lsfacttoli'^'' ', 
a.. -All staff.. 

. b. Hedleal staff......'..,...;..'.,,.,.... 

c. Honmedkal staff.....-..............;. 

' t *. * ,11 ' ■ 

J. Halntalnxonununlcatlons/lnforiiiat'lon'-flow. 



'B. HeJIate personal/profes'Slonal-confricVs: 

a.. All staff,..'... , 



b,-^Hcdical8Taff .j. 

f c. Nonmedical staff....; 

9. Personnel Adml^iistratlon: • . ■ 

a. Al^staff...; s^.. 

■ /. . ' ^ ' ■ • ■ 

b. Hedleal Wf...........'.....!..^.!..., 

■ ? : > ■ V • . • ' ■ ■ ■ 

c. Nonmedical staff 

10. Recruit/hire staff; ^. ^ . 

a; All staff... .....;.>...;':.■;.. 

b. Professional aduilhlstrato*:....... 

c. Hedleal staTf>N 

d. Honmedkal staff.. ....t.r.. 



f^'^ykJi\i 'Unison among medical staff departments or between 
fnedica I st^ff and nonmedical departments. 

7 2.'' Liaison between governing body and groups ph^l(;Jans.. 

V/, , }; Ualsop between governing body and hospital inedlcal 
; staff.' ^ ; * ' ^ 



k. ' Liaison between govern I ng.body an^l professional , ' 
administrator. ' ^ i{ . ^ 



ERIC 



LA 



1st , 2nd '3rd, l|ih' 5th' 



12, 1) 11. i IS 
12 8 / ] 

t ,^/ -3 5/ 5 
10 / d 7 10 9 

8' 10/ 6' 3 B 
■ 1 r 2,/^ 5 

1 10.11 

■ , ' ■ . 

Ill ik .12 12 
1 k 3 2 ',0 
12 13 '3 ,3' 2 

19 21 2'i ^l'i - 7 
0, 0 0 0 0 

3 i \k i i 

'5' i .2' .6' 2 



23 21 ■ ]k- \k 1.0 

\0 d 0 0 . 0 



1 



0 0; /o om;o , 

0. D "O ; 0 0' 



.HD : 



1st 2nd 3rd Uh 5th 



I 152 .0 

0 0 0 , 0 0; ' 

a 0 0 0 0: 

0 0 . ,o -': 0 1 



00 0 ; 0 0 

9, 5 k 3 '5 

«''0 ' 0 0 0 Q 

I , . 

0 0 :"o 0 0 

0, oi 0 0 0' 

0 0 " 'O 0 '0 

0 0 0 0 ;! 0 ; 

0 I 2 0 0 

. 7 , 10 ^ 2 V. 3 

: 0 ' O'^' O 0 0 



0 '( ,2 ■ 3 i 

1 0-0-0 J 



3 0 .0 .0 



0 0 1 iM 



'• CB ■ 



1st ■2nd 3rd* lith' 5th 



, 2 ,10 8- .'3 ' k 

0 ' 0; '0 ' 0 0, 

0 0 ' 0 ■ 0 0 

0 "0 0 ;0 0 

0 0 0 0 '0-: 

'7 ^ ,1^ ii'. .k 

0 0, 0 Os ft- 



'0 Vo '0 0 0 

0' 0 'd 0 d 

> , ' * ■ 

0 0 ;o 00 



• ■'0-' 0.0.0,0 



10 I 0 0 



10,; 13;' I 3, B 
•0 0 0' 0 0 



V : J . . . 



2 "2 .0 ']^, 
9 



0 d-d 0, 0 



000 0 0 



0 0 : ,' 0 .0 0 ■ 



I 



IABLE'B-3 (CoNTiNUFD-5oF,6) 



C. (Cdntlnu^fl) 

5. Liaison between professional administrator and medl- 
^ cal staff. 

0, Represent group In professlonal and public relations^ 

^ 7* Represent group In professional relations (e.g., 
accountants, Insurance Industry, hospital, medical 



H 

00 
H 



ERIC 



society). 

8. Represent group In public relations.. 



0. Quality Control / ' 

1. Assure patl^t|);Satlsfactlon with clinic and staff. 

2. ' Coordinate th^ continuity of inedlcal care for pa-' 

tlents, \' 

3. Develop prbgr^ms for Improving health care (e.g., 
expanded services). 

/ 

h. Halntain standards of quality of medical care ^ 

5.' Provide adequate supplies and adequate nonmedkal 
equlpnient for group .... 

K 

• 6. Set ybod example of professlonalisfn through oy^n 
specialty. 



E. Education and Research 

1. Advise physicians of research alternatives/possibil- 
ities. 

2. Adviser for ^medical library 

3. Conduct research 

i Encourage/plan continuing. education programs for 
staff. ' : 

$. Grants Administration...*... 



1,^ 



1st 2nd 3rd ^ 5th 

% 0 0 0 0 

9 8 5 3 

6 Ii 6 16' 20 

3 5 16 19 52 

,A * 

1 1} k 18 21 

0 . 0 < 0 0 0 

3 2 6 2 6 

P 0 0 0 0 

0 I 0 U I 

0 0 0 0 0 



0 0 0 0 0 

'0 0 0 0 '■^ 

0 0 0 0 0 

0 0 2 12 

' I ' 2 0 I 0 



M M M .'i^ M 

k i 6 2 ^1 

I B II ; 

10 0 0 0 

0 0 0 0 1 

0 L 1 2 7 
^ 0 0 0 1 

.ll I I k il 

J 7 3. 2 5 

D I 0 I 1 

1 2 I I I 



0 0 0 0 0 

0^' 0 0 10 

0 &i 0 I 0 

1 12 3 2 
0 0 0 0 ' 0 



GB 



IU,,2nil .3ril 'ilh 5th 



0 5:1 0 2 

0 0 '5^ 10 II 

0 0 10 0 

0 0 0 0 0 

4 21 10 

■•8 I) 0 0 I 

3 0 5 2 1 

19 \k 6 Ii| 8 

.1 3 2 0 0 

1 0 0 0 I 



i1 0 0 0 ,0 
0 0 ,0 I 0 



0 0 t I ! 

0 0 0 0.,' 0. 



ME B-3 (C0NTINUED--hF6)' 



181 



[. . (Continued) 

6. SelMmproveiiient tttrough continuing education 

7. Training/teaching 



Hlscellaneou$ 

1. Act as secretary for governing body meetings. 

2. Appoint/coordinate conwlttce medibers .., 

3., Elect officers of torporation 

Evaluate recodun^ndatloris of coimilttees 

$. Guide group In decision-making..,. 

L Hanage physician^ personal financial' affairs 

^ 7. Inform group about Important Issues (e.g., govern" 
ment regulations). . ^ 

8.' Innovate/exchange new Ideas for group..* 

Participate In committee meetings \\ 

10. Hace signature oil documents/complete forms and 
surveys.' • , ' , 

^ 

11. Preside at stockholders and governing body meetings 
(e4''i plan agenda). ^ ^ . ..... 

J • > ' ' ' -r«» 



LA 



1st 2nd 3rd <ith Sth 



0 0 1 I| ' 6 



2 3 



I 0 2 



3 



? 6 15 \k \k- 

I !■ 2 2 ; 6 

0 0-000 

0 0 0 0 r 

1 I ' ii 3 I 



1st 2nd 3rd iith 5th 



,0 0 0 0 



0 0 0 
0 0 2 



0 3 



0 I 2 ji 0 
0 I 10 2 

; I 0 I 2 1 



lst_ ^ 3rd |ith 



5th 



0 0 0 



0 0 0 0 



■| l| 2 



0 0 C , 0 

0 l|, I I 
2 1 I 0 



0 0 0 0 

. , i ■■ . 

2 2 1 k 



TABLE B-4 



Percentage of.Professional ADMiNisTRAtoRs':RESPdNSES 
By Size and Payment Mechanism— Organizational and Biographical Data 



Percent'^ge of respondents 

Lay administrator only 

> • 

' Hedlcal directors-only. 



Gove 




fly chairperson on 1^. . 
<Lay admlK^tj^jo^^ and medical dlfec^ayi&v^^ 




Small Medium 

s r 



57 

V 

1 

2 

.0 

5 



39 ; 

38 



* 0. 
0 



nlsti«0f9Wd governing bbdy^H^ . ..' . ' 26 -19 

Lay admlnl>i;.|*atV«.#w'<i*I d i rector .^and govwrn NT|,£6<iS^^ . § 2? 

. J-''*''- ■ -v • 'i^i '•' ■'•V''^^ / 

;. Biographical ^v^^ ,- ;:v ^ •. „; . . ^ ■ '.'Ic^- " ■ 

•?o>»>{-:- Birth and.sekv'*?/^,-.-^ >■ • ' V;.;;- ■^^^■^''v r/V;, t 

a... Year bo.rnv'-- . s', • , ■ . -v ' 

■ ■ '.^^ .-.•r-'-''*; . .:■■■;„ •'■ ' , . • - 



1906—1910 • 2 




'■'i'"' ' .■■1911-1915 ■■ 0 

■ :% -■'■■; ^^^^^^^^ 



<i • \^ :' 
> 'V 



' ; ; V.192lF^194$ .^t, 9 '36 

. ' .T^':' \k 12 

/;,:l926Tri930 , >*Z /V 8. 



■ -l^ 



. / ■^, . 



17 
15 

13 
1.8 



# '•■«»i& 



'16 
^8 

12 
7 

8 
18 



Large 



53 
28 

0 
0 

"0 
0 

11 

k 

16 

kS 

'*0 

. 0 

21 
20 



lPi5-H950 



i& l95T#t955 



11 

0 
1 



, 0 
0 

0 
k 

21 
17 

11 

8 

16 

U 

( • 
16 
8 

21 
17 

11 
21 

s' 

13 

0 
0 



ERIC 



^83 



s 



•TABLE B-4 . (ContinuM-2 of 28) 



(Cor{(Vrived) 
b. Sex? 



Male . 
Female 

'V' 



Small . Medium Lafge 



92 
86 



8 

14 



Edtjcat I oiia r lexq^ r i enpe 
' 9. Degree ^ 

■•• # • 

■ ... ■ , ■"• ■■■ i 



8th grade or 



9. — 11 years. 



^0 - 



1 hrt 




94., 


100. 


0 


^ 5' 
















.ro; 








\ 0 




> 




.0^ 


^ 2 . 



HigH school graduate^^^ 6 . ' 
'•yi-rA year's collegist . /iii^ '/v ^3 •^?-^ . 



i ■ 



19 - >■ -U- 



SA' ^gree. 



Grad(idte degree. . 
---------- • 



^ 15 ' 



b. Major for ffA ^gree:' 



Account I ng. 



: f;rsV.i3 
18 



• - r. S3 
•'^•il^ ' 38 



22 ^ 21 

25 ' 18 



Administration of he^jltt;' services . v 0 

'■ 4'^ ■ . 2 

^ ' Byj I ness/Pub 1 1 c *Admlrf 1 strat l^n. -33 



0^^ 



' 0 
0 



57 



30/ ,.- , 36 



^ve arts 



Economics . 



. Ed^^lon . ..^^ 
Liberal arts. 



Hatheinitlcs 



Medical tethnptogy. 



Physical 'Sciences 







0 


;:,,;.-<;■• 


'36 


0 ■ 




. 4 


26 




10^ . 




5 ^ 


0/ 


0 


;f} 1. 


2 


0 


10 




0 


3 


3 


5 


- 0 


4 ' 


5 


6- 


6 


5 


. . 3- 


0 


0 


1 

<> 


1 


°# 


. 0 ■ 


0 


■0 


1 




0 


. 3 


13 


11 


k 


8. 


9 



TABLE B--'!- (Continued-3 of 28) 



Small Medium Large 



2. b. (Continued) 



,c. Major for graduate degree: 

. 4 " . . 



L 





3 


9 


11 




«j 

z 


1 


> 5 




8 


k 


5 




2 


c 
? 


Q 




6 


0 


6 


/ 

Other , 


^ 3 > 


1 


0 


10 


0 


5 


........ i 


1 0 


g 
O 


5 




9 


15 


13 




7 


12 


0 


Business administration. . . . 


13 


23 


0 




46 


23 


20 


Health services administration 


36 


i»6 


63 




22 


50 


,.60 




9 


0 


V, 0 




5 




V 0 




0 - 




> 0 




0 


0 


. : 0 




18 


0 


ri3 




2 




0- 




9 


" 15 


13 




17 


8 


20 



d. Year lasx degree received: 



1913 



r 



ERIC 



135 

185 



• 1926—1930 
1931—1935 

1936— 194'0? 
.v^194l— 19^5. 
" 19^6—1950 
^1951—1955 



1956—1960 




0 
1 

3 
3 

ji 

■ 11 
13 

8 
9 

•17 
^ 16 



0 
0 

0 
2 

5 
11 

5 
5 

1it». 
17 

29 
17 

10 
11 



0 
0 

0 
0 

5 

5^ 

0 
0 

/ 

32 
0 

16 
J9 

16 
5 



TABLE B-i» (Continued-^* of 28) 



2.. d. {Continued) 



SmaM ^edl 



urn Large 





1961- 


-^1965 


"17 


10 


11 








17 


;16 


38 




1966- 


-1970 


25 


U 


5 








18 


10 


■k. 




1971- 


-1975 


14 


\k 


\k 








16 


12 


19 












additional degree: 
















No. 




' 96 .^^ 


84 








90 


95 


96 






Yes 


6 




16 








10 


5 





a. Degree for which presently working: 



b. Major area of current work^i 



* 





>> 






,7 SA degree . . . 

m 


0 

46 • 


0 
0 


0 

'^0 


Graduate degree 


100. 


100 
MOO 


100 
100 


Accounting. . 


0 

12 


0 
20 


0 
0 


Admfnist'ratfon of health services 


0 
8 


0 
20 


. 0 
100 


SusfneSS/pubUc administration. 


0 

62 


100 
40 


33 
0 




0 
4 


0 

20 ^ 


0 

"0 


Management/Marketing. . 

■ 

Social silences ... 


0 

.0 


0 

; 0 


67 
0 


100 
0 


0 
0 


0 
0 



4; Continuing professional educational seminars '^attended last four 
years : , ' ^ ' . ■ " 



ERIC ^ T 



186 

186 
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4 



(Continued.) 



Small r Medium Large 



r 




AAA A A47^Ai^A4rAi^4nkA A A A A Aft AA 



Past professional work experl^ence 

a. Number of jobs/titles in health care field: 








A 


11 




1 1 


1 ^ 
13 


Id 


9—10 . 




H 


5 




5 


2 


' A 


11—12 ' 




12 


5 






A 


12 


13— lA 


2 


8 


0 




1 ' 


1 


0 


J 5-" 16 


z 


\r 


u 




2 


1 


0 


T7— 18 


0 


. * 
0 


- 

0 




< 0 


1 


0 


15—20 


.0 


0 


0«> 




V 1 


1 


A 


25 . 


0 


■ 0 - 


0 


f 




1 


0 


Q 


0 


0 


^0 




1 


0' . 


0. 


. ' .1 


AO . . 


35 


" 26 




A8V 


A5 


AA 


2 


25 


31 


32 




.30 . 


29 


8. 


3 




23 


• 21 




15 , 


lA 


32 


k 


10 


8 


16 ^ 




5 . 


12 


12 


5 


'0 ' 


A 


5 




1 


0 


A . 


^ 6 


2. 


0 


"0 




0 


0 


0 



b. Total years In health care field:. 



y 187- 



1S7 : /: 

-■ 1'- 



1—5. 



2 » 
1 



0 
0 

21»' 





37 . { 


23 • 


•2* 


6—10 ■ 




15 


21 






2|» 






L 1 







4' 



TABLE 3-4 "(Continued— 6 of 28) 



5. b. . (Conc(nued) 



Number of jobs/titles in service field; 



/ 



• 


Small 


Med i urn 


Large 


1 1 . . 1 c 

1 1 5 


1 n 

. 1 u 


1 0 
1 4 






13 




: 24 










16—20 


* 12 


12 


16 




11 


14 












2.1:— 25' ^ 


8 


19 • 


16 






11 


8 


26—30 


8 


\ 23 


5 - 




5 


9 


4 ' 








rt 
u 




2 


2 


0 


3b— 


U 


rt • 
u 


u 




0 


0 


0 ■ ■ 


ill ••iiC 


0 * 


0 • 






_ o' 


0 




0* 


.^^ 


-■■'■60 


74 




MS ' 


4i< 


71 


1 ^ 


37 


'28 


-16 




'34 


• 34 • 


25 


2 


14 


4 


5 ; 






• 18 




3 




8 


5 




4 


,5 












■' > 




'v 0 ; 


0 




0» 


'^l 


0 



dV Total -years In service field: 



ERIC 



y 



7 



188 



0 ' 


44 
49 


60^ 
41 


74 
71 


Ij-S." 


35 
; '26 


- 24 . 
-26 


•21 
. 25 


.6^-10; 


10 
14 . 


8 

19 . 


' 0 
4 


11—15 


4 
5 


8 • 
' 9 


* 0 

, 0 


16—20" 


4 

.5 


o' 

- 3 . 


5 
P 


,21*-25 . 

5 


* o2» 
1 


0 \- 
Z 


0 

- 0, 



■f ■ ■ 



TABLE i-M \ZoMyimk^-7 of 28) 



5. d. (Continued) 



e. Number of Jobs/titles In manufacturlng/reta I V field: 



f. Total years In manufacturing/retail field: 



Smal 1 Hedl um Large 



26--<30 



39 



2 

■ 3, 

- 4 

0 ' 
" Ir-S. 



16--20 
21—25 



0 


0 


0 


0 


1 


. 0 




:/' 




2 




0 


0 . 


0 


0 


! 






72^ 


72 . 


58 


69 


69 


63 




20 


. 21 


21 


19 


33 


i* 


8 


11 


8 


7 




0 


0 


11 


2 




0 


0 


, 0 ' . 


0 


0 




0 



72 
69 

16 

15; 



6—10 JO ' 
6 



72 
69 

16 

17 

8^ 
6 

A 

^ 3 

• 0 
2 

0 

a 



6r: 

16 

-21- 

16 
8 

5 

8, 

0 
0 

l 5 
0' 



. . ♦ .y ■ 


f 






0 


0 

1 


0 ■ 
0 . 


, 0 
• Q 
















.0^ 








■■■V* 

i 


. ■■ v. 


0 -* . 
0 


0 / > 

1 ■ . . .f ■ ; 


0/ • •■ 

0 • " 



ERIC 



189 



TABLE/ bW'(Continued-8 of 28)' 



Small Medium Large 



(Continued) J 

g. Numfcyef.- of jobs/ 1 i ties I nl government; v 



h. Total years I n government: 



0 




"76 


84 




79. i?^^ 


77 


75 


r 




2^ 


11 




1? 


^ 20 . 


25 


2 


2 


0. 


5 




2 


i ' 


0 


3 


d 


0 


0 




0 


' i 


0 


















0. 


,82 


76 






78'; 


78 . 


75 


1-3.. ■ 


m 




5 




8. 


9" 


0 




2° 




11 




- 


11 


21 


7—9. \ 


, 2'. ■ 


1 


0 




1 




10— 12 ■ 


9 . 


0 


0 




1 


1 ■ 


0 


13-15 


0 


0 ■ 


0 




, 1 


J 0 




16—18 


2 ' ^ 


0 


0 




0 


0 


. 0 


19-21' 


0 


0 


0 




1 


0 


0 


22—2^ 


0 


0 


0 




. 1 * 


0 




i 






25—27. 


2 • 


b 


0 


0 


1 ' 


0 



28—30 



0 
1 



1. Number of years out of school until flrs^t,full-tinie]cllnld * 



administration Job: 



1'90 

190 



0 " 


'35. 


' ' 26 . 


33 






34 


- '27 • 


30 




l-r-5/ 


' 30 


?2 


' 17 






22 


23. 






6—10 


16 


-35 


28-" 






18 


23 


22 






12 


. 9 


'6 . 






» 12 


10 ' 


0 





JABLE (CdNTirftJED-9 OF 28).^ 



5. i. (Continued) 



Small 



16—20 ' ..0 

. 21--25 5 

■ , k 

-^26—30 . 0 . 

;"■ 

31t-35 0 ' 

■- 36— A0^- \ ^2 
V - 0 



AAA AAAA AAAA IkAifrAftAj^ AAA A A A 



II. ^gan izatlonal Information 

6* Governing body pf organization: 



Association ... . .... . . . 2 

' ' ■ V - ' ° • 

Board of d I rectors/trustees/ regents 66^ 

• ° ~ ' 

Executi ve/manageihent conmlttee.. . . 

Foundation^ , . . ; 0 

r - •., . ' ■ ' ■ 0 

Founder/sole proprietorship '. , . . O.v 

/ ^ 1 

.Partnership . .. ^ ^ 



i ' ^" Stoclcholders i . . , . . 6 

" ^^"»Other . . . . \. . ... 10, 

. ' 9 



-■ ^ ' ■ • : • ■ ■ ■ . ' 

7. Authority^ and duties of lay AdMTflscratpr def ined In written 

'statement; ^ ■ ' - J/ I 

' * ■ ' ^ . ■ * . . ■ ■ ':.'i;.rv '» • 



No. 73 
78 



Yoj '28 

'■ .. '. ; , - o -23 

j[k A A AAA4(^A A A A AAA^^fA AAA A A A 

■ >»"•"..-.• 

8. Hours in a typical week spen/^as group practice ^adrtilnl strator.^ " 



I 



191 



0 


0 




0 


1 — 10 


4 




0 


•-11—20 


2 




1 



») ■ «■ . .■*•."■"■, 

TABLE B-4.. (CoNTi-NUED— lO'To 28)" 







Small 


Me^dlum 


Large 


8. ' (Conti rfued) * ■ — ^ ' ^ 




'It / 








' ^21--30 

^J. - - 


2 * 


0 

■ ;/. 2' 


0 • ; 


• • ■ ■ ■ ^ " • ■ ' i 


. , . . ' - 31— '»0^ 

' - ' ' ■ • .. ■ 

Ai— §0. 


' 27 -J 

o 


9 ' • 
62 

, V66 ^ 


0 

.60^ 

58 • ^: 


* •• * * *• , k ■ * , . •* 


■ ' • . . " * .. 51--60 

■„ ■ - , ■ . 

■ . ' , , ■ ' 61—70 

f" , . t . ' . » 


11 
0 

. 1 . 


' 21 
2 ' 


33- ■ 

5 
0 




. / • 71—80, 

• . ^ ■ ■ ■ 


.0 

0 \ 


- ; 0 * 


.0 


9« Lay. administrator^ reports 'to: 




T 






' ^' ■ - . ; ^ ' ■ . ,■' 


' Administrative director , . 


» 

2 . 


0 
0 


: . 
12 " • 


^ ^. •■■ ■ ^ ■■ 


5^ . All pbys Tclana. .. . .■ 

. /" . ■ . ■- ■ ' . 


2 

. '6 ■ 


0 


8 


■ ^ • • ■ . ' ■ .; ■ 


Board* of ■ di rectors/ regents . , 

^ ■ . ■ • '■ / 


*26 \ 
. 27 


24 
21^ 


25 ?) - 
16 • 




Founder/sole proprietorship 


'A3 
30 

•0 


32 
53 

.0 


AO ' . , 

: ^ 

' 0 - 






6' 




0 ; ^ . . 




-Miidlcal di rector. . . . 


\ - t 


^0 
'7. 


. -15 '^^ 
A 






A; - ' 
11/ 


0 

- 2 ' 


A * 

' * ? 


. ■ ^ ' ' ' . . ' ■ • ' ' - ' 


'^^ ®* .'Other . ..^ - . . . . . 

• ' / ' ■'• • J. ■ 


..10 ' 

ha 


20 ' 


- 20 ^ - 
16 


10. Fiscal responslbn I ty .for group • , ^ , 
a. Capital fexpendl tures; 












19 

1.1 . 


12 
5 


20 










* 39 
38 


2D 


%^ ....... ^ 

„ '.^ . 1^ ■ ' ■ • • 




>A0 



Administrator and governing 'body and. other. , v.. . . . . . " , 2 

'Administrator and Wd leal" director* ..^ .-. . . \' . . . . ' ^ A 

, , . • . - ^ ■ '. "A 

dminlscrator and medical' dlredjcor, and. governing body . • 12 




TABLE B-4 .'(Continued— 11 of- 28)^ 



Small Hedi 



10. a. (Continued) 



Large. 



Administrator and medical director and other. 

Administrator and other . . . ^ 

(k>verning body 

Governing body and other 

Medicai di rector 1 

Medical director and governing body . . . . . 
Hedica] director and governing body and other 

Medical director and other. . ./ 

Other . . . . . . 



/ 



■ / 



b. Supplies or recurring items: 
Admini;6trator . . 



Ad|iiinistrator and governing bod>i^^d other, 
iiminlstrator iind medical director. . ( . . 




Administrator and medical director and other. 

Administrator and other 

Governing body * 

Governing body and other. ......... 



0 


Q 


Q 
w 


0 


1 


, 0 


fl 
u 


A 




0. 


0 


0 




rt 
u 






3 


0 




*/ 


1 c 


36 


33 


16 


0 


0 


10 


1 




4 








2 




5 
0 








l( 






1 


\ 0 


• 0 


0 


0 


» 0 


0 


0. 


0 


0 


0 


04 


0 


0 


a 


0 


0 


0 


2 


2 


8 




o> 


7Q 

88 


89 


85 


1 u 


it 
*• 


A 
U . 


Z 


/ 5 ' . 


4 


0' 




Q 


1 


0 


0 


0 


4 


c 

? 


3 


4 


0 


A 


0 


'0 


0. 


0 


0 


0 


0 


• 0 


0 


0 


0 


0 


0 


5 


0- 


0 


0 


2 \ 


4 


5 


3 


2 . - 


0 


4 


0 


0 


0 


' 0 ' 


0 


•0 


• o" 


5 


0 


. 0 


4 



193 



.... ■ - . ' . 

' • ' r ' . '■ • ;■• .. - 

10. . b. . (Con tinged) . ; 

, Medical director. . . , . . . ^; . 

Medical director ind governing body 



TABLE B-4 (Continued— 12 of 28) 



Smal 1 Medi um 



Large; 



Medical director and governing body and other : l 0 



Medical director. and other ^ . . . ' 

« -■ ' ■ , . 

t Other ^. ^ 0. . 

11. Lay administrator*^ involvement in personal business^ affairs'^ of . 
1^ physicians': ^ I 

. ■ • ■ . - ■. . ^ ' 

, * * - - Mever . . . , 

* ^ Seldprrj . 

Often, i . . 



A great deal 



12. Scheduled hours of service provided by the group practice 
a. •Tull service hours on Monday— Friday: 



1-3. 

7-9- 
IQ— 12 
13" 15 
16—18 
19—21 
22—24 



er|c\ 



? 194 



2 


0 


0 


0 


0 


0 


0 


0. 


0 


0 


0 


0 


0 


0 


• 0 


0 




0 


0 


. 0 


0 


0 




.0 


U ■ 






2 






9 




5 


8. 


7 






■ 54 . 


.35 




55 


' /48 


23 


29 


^35 




25 


3$ 


21 




.25 


22 




ii 




> 










-it 


■< 


b 


• k 


0 




• 1 


0 








0 


0 


.0 


0 


1 


7. 


0 


0 


0 


1 


1 


0 




•'69 


/ 


lU 
/*♦ 


70 


77 


65 . 


' 72 


17 


27 


20 


19 


29 


28 


' 6 


0 


5 


2 


3 


0' 


0 


0 




0 


.0 




' 0 
0 


0 

.0 




k 




5 


0 


0 


0 

i 



TABLE Bt4 (Continued~13 of 28) 



12. (Contfnueci) 

,b. . Full service 'hours'on Saturday: , 



\ 



c. Full service hours on Sunday: 





' Small 


Med 1 urn 


Large 


0 




35 


/ 35 




53 


35 ' ; 


56 




'17 . 




20 




14" 


9 


12 


4—6. 


23 


A 
A6. 


^40 




' 27 


/ 45 


1 28 


7—9. 


9 / 


1 8 


Q 


'/ 


5 / 

■ '■/■ 


8 


4 


10—12 


. o/ 


0 


0 . 






4 


0 


H^-15 


2 


0 ^ - 


0- 




0 


'0 




1 6- Il8 , 


0 


0 


0 ' 




0 . 


p . 


0 


1^=^21 


0 


0 


• .0 , 




0 . 


0 


0 






0 


5 




0 


0 


0 



V 



1-3. 

4-6. 

( 

10— 12- 

16-18* 
' 19—21 
22—24 



94 


100 


. 90 


97 


100 


100 


2 


0 


^. 0 


1 


0 ^ 


0 


0 


6 


^ 5 




0 


0 


0 


0 


, ' 0 


0 


0 


0 


0 


0 




0 


0 -i 


/■ 


6 


ri 




0 






0 


0 




0 


0 


. 0 






V 


0 


0 


0 


0 


0 


0 


4 


0 


5 


9 


0 


0 



ERIC 



19 



195 



\ 



t 



J." 



r. 



TABLE ^ B-4 ^(CoNTiNUED-m^l oF 28) 



^ •• • 

12. (tootrnued) 



^.^*d, l^mttisd service f^urs on HoR^^ty— Frfday: 




r 



■ ■ 1--3... 
V-6.- 

1?; 

7-9. 
10—12 
13-15 
' V ' 16 -18' 
'A 19—21 
r 22— 2^* 



e. Limited service hours 6n Saturday: 



Sma 1 1 Med i urn Large 



* >— 6. 
7-9* 
*tO— 12 

16-18 
' T9— 21 
22—2^ 



91 


5^ 


50 


78 


70- 


6i« 


. k 


15 


5 


1 


'11 


8 


2 




10 


2 




8 


0 


, 0 


0' 


1 


\. 0^;- 


0 


0 


8 




2 


3 


»o 


2 


12 


15 


8 


9 


16 


- 2 


k 


, 5 


3 


1 




0 


0 




.0 


0 J 


0 


0 


it 


0 


0. 


0 


. 0 


79 


5^ ' 


25 


73 


71 


60 


9 


0 


5 


9 


5 


0 




U 23 


15 




H , 9 


20 




f - 0 ' 


5 




I • 2'^ 


it 


0 


'0 


"20 


1 


3 


0 




0 


0 


0 


2 


k 


'2 




5 


1 


> 


0; 




12 


20 


3 




. i» 


2 


8 


5 


3 


2 


^ 8 



196 



TABLE B-4 (Continued— 15 of 28) 

■ \ 



ERIC 



















(Continued) • , 
f. Limited service hours on Sunday: 






Small 


Mt&dlum 


• ■ 

Large * 


12, 


















0 


m 

' 93* 

. 86 


. 73 
80 


55 


• 






' 1-3. 


2 


0..' ■ 


0 




- y 
















• / 




■ 0 
1 




^ 5 ■ 
0 


i; 






7-9, 


' !2 
1 


. 0 

1 


0 

k 


y 






10—12 


0 

• 0 


0 

1 


5 
U 








13-15 


0 ' 
0 


0 

1 


■ 5 
0 








■ 16—18' 


0 

- 0 


0 


5 

. 0 


•■ ' • 


' .-' ■ • ■• ^ 




19T-21 


0 

0 . 


0 
0 


: Q 
Id 






22— 2A 


2 

Q 


23 
in 
10 


^25 

1 z ^ 




Normal staffing level 'in terms of full-time e 
a. Physicians ^ ^ . * 

(1) ' Physician members . 

(i) Total positions: \ 


jqfulvalents • " 

i ^ 




. ^ \ 












0 


19 
9 


12 
6 


15 
16 








V--10 


60 


8 


0 


■ * 










7 


0 








11—20 


21 


31 ^ 


0 ^ 
12 








21-^30 
31— '♦O 


0 
0 

0^ " 
0 


42 
29 

8 
11 


S 

12 
20 

20 . ' 


* ■ 






' ^H.—SO 


0 V 

0 


0 
0 


it / ■ 










0 


0 


8 








61 --70 


0 
0 


0 
0 


5 
i» 








71—80 


0 ' 
0 ' 


0 ' 
0 


. 5 • 
8; 


* 0 


V . ■ . ' . . ^ 1 


81—90 


0 
0 


. 0 
0 , 


0 




, . ' ■.197, ^ \' ■ ■ ■ 








f. • ■ • . 



» ■ TA^LE B^i} (Continued-- 15 o 



)V28) 




(1) (i) 7(Contlnued) 



(il) Fll^d positions; ' ^- 



■5 . 





Smal 1 


Med i urn 


Large 




\, ' 














f . 9 ' 


" 0 


,0 - ' 


Ql 




0 


\ 


0 


101 — 110 


0 


.0 . 


0 




-0 - 


— __o 




Ii1--120 


. 0 


. 0 


5 




^ 0 


. 0 


0 






* 




250 


• 0 


0 


0 




* ^0 


0 '\ 


,0 




J 

\ • /. 






■'0 


19 


12. 






10 




16^ 


1 — 10. 


66 


8 


0 




77 


■ • 1 u 




11—20. 


.15 


31 


* 0 








8 


21—30. 


0 








0 


'25 


12 


31— AO. . 


0.^ 


• 8 


2tf 






9 


28 " 


1»JI— 50. 


0' 


. 0 ■ 


20 




^' '.0 


0 


12 










51—60.;' 


0. 


*.'o 


15 




. 0 


^0 


8 


5-1 — 


.0 


0 


5 , 


0 


0 


k 




0 


'o 


^ 5 • 




0- 


0 




tft— 90. 


0 


0 


5 




■ .0 


0 












91 — 100 


0 


0 


0 




0 


0 


0 


101 — 110 


« 

o'. 


• 0 * 


5 




0 . 




0 


250 


0 


0 ' 


0 




0 


0. - 


0 



198 



B 

198 



TABLE 6-4 (Continued-^ 17 of 28) 



i 



13. a. ^ (1) (Contlrf^^d) 

{i\\X Vacant po^rtfons:* 



(2)' Physl'clan employees 
(I) Total posl^^lo^: 



.199 





Smal 1 


Medium 


Larsle 




87 


96 . 


Bo J 




85- 


75 . 


76 


IwlO 


13 




15 




1 c 




lo 


11—20 


0 


0 , 


5 




d 


2 




21—30 


0 


. 0 


? 




u 


ft * 
u 




0 


HO 


12 


25' 




42 


16 


- 16 


1 1 0 . 


) ■ ' 
57 


65 


30 




.57 


U 


28 


11 — ^0 . 


f. 

H 


15 


5 


r 


16 


T2 






ft 
u 


> 




0 ' 


3 , 

i 


12 


3i*"^^0, 


0 


Q 
O 


10 




0 


1 ' 


U 


iji— 50. 


0 


0 ^ 


15 




0 


0 


12 


51—60. 


6 


0 ^ 


5 




0 


0 


if. 


61—70.- 


.•0 " 


0 


0 




0 


0 


k 


71—80. 


0 


0 


0 




0 


;d 


0 


81—90. 


0 


0 


0 




0 


0 


" 0 


3T — 100 


u 


ft • 

u 


5 




0 




0 


130 


0 


• 0 


0 




0 


0 


k 


167 


0 


0 


0 




0 


. 0 





























199 





■ f 








TABLE 8-4 


(ConVinued— 18 ap 28) 

! • 






• 




1 
























• 


13. a. (-2) (Continued) 




. Sma n 


Med 1 urn ^ 


Large 


. ( M ) FI 1 led posi tions: 






\ 




, • , ■ * 






.12 


30 






130 




16 












• 




55 >' 


68 


25 






55 


66 


32 . 














V 11 — 20. 




12 


10 






1 




a 

- 0 














1 21 — 30.. 


0 


0 


.0 


* • * 




0 


z 


16 




31—^0. 


0 


8 


10 






0 


1 


0 














^tl— 50. 


0 


0 


15 




>• ■ . - . ' 


0 


0 


12 ■ 




, ■ < 51 — 60. 


■ 0 


■'^ 0 


5 






n • 


^ 0 






, 61-70. 


0 




0 




< 


0 


0 






' • * 71—80. 


0 ' 


0 


0 






u 


• n 


0 














81—90. 


^ 0 . 


0 


0 






.0 


0 . 


0 


• - ^ ■ 


91—100 


0 


0 


S 






0 


0 

i 


0 




123 


■ 0 


' . 0 


. 0 






0 


0 




• • ■ 


■ ' 167 ■ 


0 


0 


0 




0 ' 


0 




(fM) ' Vacant positions: ' 










1 


0 




8i« 


8S 






81 


01 


76 


f 












1 ' 


i* 


12 


0 






c 

D 


c 

■ 0 


il 

3 




■2' 


0 


0 


0 






c 

0 




4 it 






0 ' 


0 


0 






6 


.6 


0 






0 




0. 






1 


"1 


k 






0 


0 


0 


9 


1 


1 


a 




7 


. 0 


' « 0 


5 




200 


0 


0 


h. 


i. ■ 


, ./. 20Q , v* . . . 









CCqi 



TABLE B-4 CCQNTiNueD-19 of 28) 



■■7 



ERIC- 









Small 


M)5d I um 


Large 


a. (2) (mi) (Continued) 


- 










< 




10 


0 


0 


5 * 






0. 


0 


















\k 


0 


0 


0 








0 


0 


k 






' 15. 


0 


0 


5 








0 


0 


0 




















2 


0 


0 




* 




* 0 


0 


0 


b. Non-phys Iclan employees 


• 










( i )■ Total DO<{ttonc* 










■ 






0 


0 


0 


0 




f 




1 


2 


0 






1—50.. 


90 


23 


20 








oil 


2b 








51 — 100 


,6 


46 


0 








■r 




















■ ■ • 


101 — 150 


2 


19 


20 






• 


Q ^ 


17 


2/ 






151—200 


0 


12 


, 15 




> 




Of 


5 


23 






201—250 


* 0 


0 


5 ' 








* 0 


0 


' 5 












r 






251—300 


0 


^ 0 


15 






0 


0 


0 






301—350 


' 0 


0 ' 


0 




■ - 






0 


0 






351"-'*00 


0 


0 


10 








0 


0 • 


0' 




> 


401—450 


2 


0 ' 


5 






• 


0 


0 


5 










u. 


c 








0 


0 


0 




/ 


501-550 


.0 


0 


0 










n 
u 




J 




5J5 1—600 


0 


0 


0 






0 


0 


9 






825 


0 


0 


2 




% 




p 


' 0 ■ 


2 


















11*50 


0 


0 


2 








0 


0 


2 




201 










.1 






0 


0 . 


2 


~ *" " /""' ■ — 






.0^ 


. 0. .... 


^_ 2 



TABLE B-4 (Continued— 20 of 28) 



13. b. (2) (Continued) 

I -' (i i) FlHed positions: 



0. 



V 



(ill) 'Vacant positions: 



Er|c j\ • : 7 : • - ' - ZQ2 







Small 


^ Med i um 


Large 


•,/ - 

• 




(" 






Q 
U 


0 ' 


* 0 












^' 2 




• 


- 


< en 
^ T — 50i 


90 




20 V 








95 ^ 




.18 






51--100 


1 6 


46 


0 








. 5 


48 

•> 








10 1—150 


2 


19 


15 








0 '> 


•17 


27 . 




• 


151—200- 


0 


12 


15 




* 




' .0 


5 


23 ' • 






201 — 250- 


0 


0 


5 


9 






■ 0 


0 


.5 






251 — 300, 


0 ' 


0, 


r5 








0 


0 








301 — 350^ 


0 


0 


0* 








0 


0 


0 






351—400 


0 


0 


10 


/ , • , 1 




0 


0 


, 5 






401—450 


2 


0 










0 . 


■ 








.45 1—500 


. 0 


0 . ' 


' 5 






* 


0 


0 


0, 




*[ 












501-550 


0 


0 * 


0 




X 




0 - 


0 


o~ 






551— 6o;b 


0 


0 


0 








0 


0 ^ 


- 9 






820 


0 


0 


2 








. 0 


0 


2 


— ' ■ 




1148 


0 


0 


2 






i . . 




0 


2 






1420 


0 


a 


2 








0 


0 


2 






0 


89 V 


92 


80 








93 


86 


68 






1 


4 


0 


0 






5 


6 


0 






2 


i 


4 


5 


* 






2 • 


3 


5' 




202 


3 


0 




0 








0 


1 


0 





TABLf B-^.. .(Continued— 21 OF 280 



13. b. (2) (HI)* (Continued) 




4. Growth of group: . \ 





Sma] ] 


nou 1 um 


' Large ' 




J- 








0 


• 0 


' 0 . 


\ 


0 


3' 


0 








A 

u 


0 


0 




0 


6 ° 




6 


\j 


^ U 


A 

u 




0 


, 0 ' 


5 


8 


0 


n 

u 


c 




• 0 




0 ' 




* 0 




u 




0 


p. 


5 












0 


• 0 


5 




0 


0 ■ 


0 


15 


n 


A 
U 


A 

u 




0 


1 




■17 


•* 

0 


, f 

0 


*• 0 




0 


' 1 ^ 


0 


18 


0 


0 


0 




.0 


0 


0 


22 


0 


0 ' 


0 




d 


0 ' 


5 


Zo 


z 


0 


■ • • 

* 0 ^ 




0 . 


0 


0 




0 


0 


0 




0 • 


0 


5 


V 78 


: 0 


. 0 


5 




0 . 


0 




.Decreasing 


■ ■» 

6 


0 






2 


2 




^Stable . . 


38 - 


^ 27 


10 




39 


; ' 




Growing. . 




73 


90 w 




^ 


; 80 . 


92 



5. Annua! gross operating revenue (In thousands^of dollars) gener- 
atecTb't clinic medical staff: ' 



203 



2oa 



0—1 ,000. 


50 . 


8 


0 




; S4 


. ^ 




1,001—2,000. 


Ad ' 


. 16* 


AV 






26 


8 


2*001—3,000. 


10 


12 


5 




k 


34 


8 



TABl,E B-4^(CoNTi-NUED--22 of 28'X • 



15. (Continued) 



3,0,01—^,000. 
ik, 001— 5,000. 
5,001—6,000. 

6,00"l — 7,000. 
7,001—8,000.' 

8,001— 9, boo. 



9,001 — VO, 000 
. f 



' < 10,000+ 
^t^-^ Percentagd^of gross *operatin^ rev^ue from prepayment: ' 



0 



1 



' 0 • 
. 1-10. 

A 

J1— 20.' 
21—30. 

if 

31—^0.' 
' i*!— 50... 
51—60.. 
61—70. 
71—80. 



8l-.r90. 



91—100 ; 



204 



■A 



Small ' /ledlum " •Large 



0 
0 

0 
0 

0 
0 

"« 

" 0 
0 

-^0 
0 

0 
0 

0 
0 

0 
0 



0 

ioq> 

. ^3 
^ 0 

6 
' 0 

■ 15 
0 

l^ 
0 

8 

0' 

l^ 
0 



^0 
22 

' 8 
■ .6 

16 
6 

0 
0 

0 



;.ii 
' 12 

?6 . 

• 20 J 

11 

I6i.> 



,5 
11 



•0"'l^' 11 
0 ' '*^.fvV2 



; 0 .,..^\o ■ 
100 . V^-Joo/^. 

0. .c. 0 f 



10 



, . . 0 



' '0 / '*ib 



f6 



' 5. 



.0 

9 , 
0 

8' 

0 

0 *' 

.0 



<5 . O k 

0 ,0; * ' 



8 * 

0 ;. 

I. - ♦ 

d - 



0.,', 

(CO •*'; 



19 > . * 15 
0 0' 



1 \ 



TABLE B-4 (CONTINUED--23 of 28). ^, 



17. Average number of patients seen per day by all f^tiyslclans In your 
group: 



Small , Medium Large 



0 0 0 0 

' A; 0 0 0- 



18; Prefance of clinic offlcei or satslllteft In ot^er than tha main 
cl Inic location , o 

a« Number of cl Intq satalt ttei: *• ^ . 



.1..^.... 



H-lOO 38 8 6 

36 '8 A 

101 — 200 35 17 ^6 

Al ' 8 16 

201 — 300 21 ' ' 1-3 0 

M8 25" . 

301— AOO i* - 17 -6 

^ yi. 2^ 

AOl — 500 2 21. ^ 12 

'1 17. * 12 

501—600 ' 0 13 18 

1 7 16 

601 — 700 0 A 12 

0 2 8 

701 — 800 0 k 12 

0 1 8 

801^-900 0 A 6 

.0 \ k 

901—1000 0 0 12 

0 1 A 



1001+ 





■ .0 


0 


• 12 




0 


0 , 


0 


0 


7'» 


^9 


37 




77 


7'! 


80 


1 


19 


8 


16 




16 


18 


8 


2 


6 


8 


32 




5 


3 


8. 


3 


2 




16 




1 


3 






0 


0 


0 




1 


2 


0' 


5 


0 


8 


0 




0 


1 


0 


10 


0 


0 


0 




0 


1 


0 



205 205 



< -TABLf B-A (C0NTINUED--24 OF, 28) 



19-. 









Smai 1 


Med I urn 


, Large 


(Contfnued) .. 


if satel.l i tes from cl Inic (mi ^es) : 








b. Average distance a 














1—5. 


23 


25 


9 








25 


31 


0 






6—10 


- 

8 


13 


46" 








13 


28 


50 


• 




11 — 15 


Ho f 


0 


10- 








35 


^ 9 


25 






16—20 


0 

0 












10 


3 


0 






21—25 


0 


. 25 










7 


6 ' 


0 






26—30 


8 


0 


0 








3 


9 


0 


V 
















31-35 


0 


0 


9 




-■ 




0 • 


3 


U 






36— '♦o 


0 


0 


0 




• 




5 


3 


0 






i*l— '♦5 


0 


13 


0 








2 


0 


0 






^♦6— 50 


d 


0 


9 








0 X 

r 


0 


0 






50+ 


8 


0 


0 






0 


, 6 


25 










* 




Standing cl Inlcal and 


management committees 










a. Standing cl Infcal 


coon It tees 










f ^\ r 1 1 n 1 /-A I 1 1 ^ I 1 
\ I } L 1 1 n 1 Co 1 u c t 1 


i za t ton ! 














No. 


100 


96 










99 


97 








Yes 


0 




lb 








\ 


3 


16 


(2) Educational : 
















No. 


, 93 


89 


0 

53 . 


• 






93 


85 


68 






Yas 


a 


12 


^7 








7 


15 


32 


(3) ' 
















No. 


98 


92 


95 








98 


97 


88 






Yas 


2 


a 


5 








2 


3 


12 



ERIC 
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206 



TABLE CCoNTiNUED— 25 OF 28) 



19. a. (Continued) ' 

(4) Medical information: 



Small Medium Large 



7 



(5) Med'lcal policy: 



(6) Medical records: 



(7) Review of professional performance: 



(8) Review of special performance: 



(9) Scientific: 



(10) Specialty: 



No. 




10.0 


65 




97 


93 


92 


Yes 


. 6 ^ 


0 


35 




3 


7 ' 


8 



No. 


96^ 


65 


7^ 




, 97 


91 


92 


Yes 


k 


35 


26- 




3 


^ 9 


8 


No. 


89 




63 




•96 


81 


56 


Yes 


11 


19 


37 






- 19 




No. 


83 


58 


25 




93 




6^ 


Yes 




^2 


75 




7 


' 26 


36 


NC 


96 


77 


68 




97 


95 


8^ 


Yes 




23 


32 




3 


5 


16 


No. 


98 


92 


79 




99 


v98 


92 


Yes 


2 


8 


24 




1 


2 


8 


No. 


98 


88 


95 




97 


95 


92 


Yes 


2 


12 


5 




J 


5 


8 



PRir 



207 

207 , 



TABLE B-4 (CoNTiNUED-25>OF 28) 



19 1 a. (Continued) 

(11) Supporting services facilities: 



Mo. 



Yes 



Small* Medium ^ Large 



90 



' 73 
6 2^ 

10 ^ 29 



70 
76 

30 
2A. 



(12) Other: 



b. Standing managemen,t cornnlttees 
(1) Cofflmunlty relations: 



(2) Compensation, t^anoflts* and Insurance: 



(3) Coordination and liaison: 



0 




85 






.88 • 


. 86 


80 










V 


9 


12'. 


30 






12 


8 


, '2 




0 


15 






2 


0 






0 


10 




1 


! 0 


0 










. 5 


" ^- 0 


k 


0 




0 


0 


0 


7 


0 


0 


5 




0 - 


0 


0 


0 


0 


0 


5 




0 


0 


0 


No. 


98 


..96 


95 




98. 


99 


96 


Yes 


2 




5 




2 


1 




No. 


91 


65 


r- 55 




88 


65 


72 


Yes 


9 


?5 






12 


35 


. 28 


No. 


96 


100 


95 




100 


(98 


92 


Yas 


> 


0 


5 




0 


2 


8 



ERIC 



208 

208 



v 



TABLE B-i< (CoN/riNUED-27 of 28) 



Small * Medium Large 



19. b. (Contrnued). 

W Current iKa^fllties and mal'ntenance: 



(5) Equipment: 



'I.-- 



(6) Executive/go 



I 



(7) Fiscal; 



No. 



I 



Yes 



No.. 
Yei 



Ho. 



Yes 



98 
98 

2 
2 



60 
67 

ko 





88 


89 


94 


■ 81 


80 


6 


12 / 


11 


6 


19/ 


20 



96 

99^ 

k 
1 



^2 

58 
55 



too 

96 

0 

k 



53 
60 



?7> : 





No. 


96 


77 


60 






; 91 


.67 


6^ 




Yes 


. k' 


23 


ko 






9. 


33 


36 


nt; 












No. 


87 


88 


79 






Sh 


81 


80 




Yes 


.13 


12 


21 






6 


19 


20 




* * No. 


92 


81 


63 






95 


72 


72 




Yes 


8 


19 


37 






5 


28 


28 




No. 


II' 


160 


* 8^ 








98 ^ 


96 




Yes 


2 


0 


16 


■# 




1 


2 


k 
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TABLE (CoNTiNUED~28 of 28) 



19. b. (Continued) * » ' 
(11) Select! on/ recruUfpent: 



•(12) Other: 






Small^ 


Medium 


Large 
t ■ ' 


Ho. 


96 


81 


79 




9^ 




80 


• 




19/^ 


21 


:6 


26 


20 






> 






92 


81 


^♦0 




. 32 


82 


50 


I 




15 


15 






12 


25 


2 






15 




} 


5 


21 


3 


0 


0 


20- 




0 


1 


k 




0 


0 


10 




0 


0 


0 



2i0 



■ 11 



. ■ TABLE B-5 1* ■ ■ • ' " 

Professional. Administrators' Responses by Size 'and Payment Mechanism- 
Chief RespcJnsibilijy Expressed as a Percentage of Subsystem^ Tasks, 
• in Each Katz and Kahn Subsystem (Column Z of. Standard ListO 



Subsystem > 



Chief ResponsiblMty 



Fee For Seitvlce 



Prepayment 




1 . Maintenance 

Mo One. • 

Professional Kdminlscrator 

Medical DIrecior.... 

Governing Body......' 

Other. 

2. BtHjniiary /Production . 
Suppbr t I ye-P rocu remen t 

No One 

Professional Adjpihistrator ' 

Medical DIrectori 

Governing Body 

Other 

3. Boundary/Production 
' Supportive-Oisposal 

No One. 

Professional Administrator 

< Medical Director 

Governing Body 

Other .1 

<f 

4. Boundary/ Institutional 
Supportive 

' No One. ...... ^. . 

Professional Administrator 

Medical Director... 

Governing Body 

Other 

5* Adaptive 

No One , 

Professional Administrator 
Medical Director.:......... 

Other 

6. Managerial 

No One 

ProfasslV)na1 Admlrrlstrator 

Medical Director 

Governing Body 

Other.... 



Small 


MedlMfli 


Large 


Small 


Medium 


Large . 














































• - 














0 • 


oV 


\ 0 


0 * 




0. ' 




59 


' 55 


' 52 


60 


55 


53 \ . 




6 


. a 


■■''1 7 


10 


20 


17 




29 


m 


2a 


22 


19 


16 




5 


12 


21 


7 


7^ 


J'* 


















1 


' 0 


0 


1 


1 


0 




66 


62 


5'» 


65 


" 66 


56 




6 


6 


9 


9 


11 


15 




22 


, 17 


.13 ^ 


17 


10 - 


7 




^ 7 


14 


2'! 


a 


12 


22 




• 












V 


1 


3 


2 


0 


1 


0 




70 


66 


' AO 


72 


a2 


53 




6 


^ 7 


)9 


6 


3 


14 




9 


5 


5 


k 


2 


4 




13 


17 


2'» . 


la 


.12 


29 

* 




2 


5 




0 


• ''.J 


2 




39 




39 






31 , 




a 


• 9 


9 


a 


11 


27 




31 


la 


17 


2D 


16 


ia 




9 


15 


22 


10 


17 


16 




✓ 






V 








1 


2 


0 


3 


1 


1 




6'! 


59 


62 


62 ; 


65 


59 




6 


6 


6 


11 


12 


13 






23 


— 7Tr~ 




- 1^ 


— rr 




5 


'9 


18 


7 


6 








J 












0 


1 


0 


0 


. 0 


0 








m 


AS 


45 


45 






7 


6 


13 


14 . 


15 








37 . 


. 3'» 


35 


- 29 




k 


a. 


15 


3 


6 


12 
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TABLE 3-6 

• Percentage of Professional Administrators' Responses by- 
Size AND Payment Mechanism— Critical Tasks by Fine's Methodology 



Small Medium. Large 

1. Fi rst most , Important task ^ • 

a . Data: ' -> ■ 



b. People: 



(1) 


No significant Celatlonshlp ' 


2 


. 0 


0 






1 


q 


• 0 


(2). 


No significant relationship 


0 


0 


0 








0 


0 


D) 




0 


0 ' 


0 






0 


0 


0 


W 




0 . 


0 


0 






0 


0 


0 


(5) 




2 


0 


5 






3 


f 


5 


.(6) 




29 


5 


ii 






26 


19 


25 


(7) 




31 


32 


16 






15 


zs 


20 


'(8) 




2 ^ 


18 


21 






9 


11 


15 


(9) 




0 


0 


0 


■ 




0 


0 


0 


(1) 


^ significant relationship 




0 


0 






0 


0 


0 


(2) 




0 


5 


0 






2 


0 - 


0 


(3) 


Speaking— Signal I ng .... 


0 


0 


0 






0 . 


2 


0 


w 




2 


1i» 


0 






2 


5 , 


5 


(5) 




. 2 


0 


0 






0 


0 


0 


(6). 




-•20' 


0 


21 






26 


20 


20 


(7) 




0 


0 


5 






1 


1 


0 


(8) 




8 


27 


21 






12 


17 


10 


(9) 




2 


0 


0 






0 


0 


0 
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TABLE B-5 (Continued— 2 of 5) 



Smal I Medium Large 



2. Second irtost fmportanc tasi< 
a. Data: ' ^) 



b. People: 



ERLC 



(1) No significant relationship 0 

- 0 - 

(2) "Mo significant relationship 0 

0 

r — - 

(3) Comparing . , \ . 0 

W Copying .......... 0 

0 

(5) Computing 6 

, ;■ . • ', ' 

(^) Compiling ...... ^. . 25 

26 

(7) Analyzing 19 

1 6 

(8) Coordinating. 6 

(9) Synthesizing. ......... 0 

0 

(1) No slgnlflcUnt relationship 0 

0 

(2) Serving 2 

2 

(3) Speaking— Signaling , ... 0 

1 

(k) Persuading. 10 

2 

(5) Diverting ......... 0 

1 

(6) Supervising « . 31 

35 

(7) Instructing P 

(8) Negotiating . . ^. . . . 0 

(9) Mentoring .......... 0 

0 

213 

214 ^ \ . 



0 
0 

0 
0 

5: 
0 

. 0 
0 

0 
3 

9 
20 

18 
20 

9 
7 

0 
0 



0 
0 

0 
0 

0 
2 

18 
6 

5 

'1 

U 
32, 

0 

25 

0 

8. 

0 
, 0 



0 

0 — 

0 
0 

0 

0 . 

0 
0 

0 
0 

16 
20 

16 
20 

21 

5 . 

0 

0 ' 



0 
0 

0 

.5 

5 
0 

^0. 
10 

0 
A 

.21 
25 

' 5 
5 

16 
10 

0 

0, 



TABLE B-6 (Continued— 3 of 5) 



3. 



Third most 
a.* Data: 



Important task 



Pfiopla 



(1 



C3 
(4 
(5 
(6 

(8 
(9 



(1 
(2 
(3 
(4 
(5 

(6: 
(7: 

(8 

^ (9 



No slgnff leant relatlonsh/p 



No significant reUtionshIp 
^'^unparlng . . • • • • • • • 



Copying . . • • . . 
Computing . . . • • 

Compiling 

Analyzing . • . v 



Coordinating. • • 
Synthesizing. . ^ 



No significant relationship 
Serving . . T . . . . ... 

Speaking—Signaling . . . . 

Persuading 



Diverting • . *. 

Supervising . . 

Instructing . . 

Negotiating • . 

Mentoring ; . . 



Small Medium 'Li(rge 



0 
0 


0 
0 


0 
0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


2 


2 


0 


.0 


0 


0 


0 


0 


0 










5 


0 


7 


0 


0' 


31 


27 ' 


16 


27 


25 


21 


a 


18 


26 




20 


32 


4 


14 


16 


3 


5 


0 


,0 


^ 0 


0 


0 


0 


Of 


0 


0 


0' 


0 


0 ' 


0 


2 


0 


0 


1 


0 


0 


0 


0 


5 


2 


4 


0 




5 


5 


9 


12 


16 


•2 


5 


0 


?\ 


0 


0 


40 


1 

23 


21 


27 




26 


0 


\ 


5 


2 




0 


0 


0 


5 


5 


13 


5 




0 ' 


0 


b 


• 0 


0 
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TABLE-B-& . (SoNTiNUED— 4 of 5) 



k. Fourth most Important task 
a. Data: 



b . Peop I e : 



(J:). No AianLf Leant. reUtJonahi^ 



(2) No significant relationship 



^ (3) Comparing 

(4) Copying 

(5) Computing 

(6) CompI I Ing 

(7) Analyzing . « 

(8) Coordinating. ........ 

(9) Synthesizing. ....... 

(1) No significant relationship \ 

' (2) Serving .......... 

(3) Speaking— Signal Ing .... 

{k) Persuading 

(5) , Diverting 

(6) Supervising 

(7) Instructing' ^ 

(8) Negotiating ........ 

Mentoring . ; ; . 



Small. 


Medl um 


Larc(e' 






















Q' — ^- 


—0 - 




0 


0 


0 




0 


0 


^ 0 




0 


0 


Q 




6 


5 


0 


• 




3 


6 ' 




0 


0 


0, 




0 


*^ 0 


^0 




8 


. 35 


5 




7 


2 


0 




33 


15 


21 


t 




23 


35 




23 


5 


11 






26 


2k 




2 


5 


11 




3 


3 


6 




0 


0 


* 0 




o' 


0 


0 










9 ■ 


0 


0 


0 


< 


0 


/ 0 


0 




0 


. 0 


11 




0 


0 


0 




k 


0 


5 






3 


1 1 

1 z 




8 


15 


16 












k 


10 


5 




2 


0 


. 0 




k 


5 


21 






18 


6 




2 


5 


5 




1 


1 


0 




k 


5 


0 




5 


7 


6 




. 0 


0 


0 




Q 


0 


0 
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TABLE B-6 (roNTMUED— 5 of 5) 



/ 



5. Fifth most Important task 
a. ,pata: 



f 



b. Poople: 



^9 ' t j:ej_a t j.onsh lj> _ 

(2) No signlftcant relatlonshrp 

(3) Comparing . 

(A) Copying . . . . \ . . . . 

(5) ' Computing 

(6) Compiling 

(7) Analyzing . . 

(8) Coordinating. 

(9) /Synthesizing. 




(1) No significant' ralatlonship 

(2) Serving . 

(3) Speaking— signaling ..... 
W Persuading. 

(5) Diverting . . ^ . . . . . . 

(6) Supervising 

(7) Instructing 
. (8) Negotiating 

(3) Mentoring 1 . . . 









Small 


Hed ium 


■ \ 

Large 


. 0 

6 ^ 


0 
0 


( 

o' 

0 


n 
0 


n 
u 

0 


t\ 
D 

0 


5 
8 


0 
8 


6 


0 

1 


0 
0 


0 * 
0 


2 

' 5 


6 
2 


0 
0 


29 
26 


i3 

21 


20 


17 
18 


19 
19 


' 17 
20 


2 
1 


13 
t 


6 
7 


0 - 

1 . 


0 


0- 
0 








0 
0 


0 
0 


,0 
0 


0 

k 


0 
2 


> 6 


5 
3 


0 
8 


6 . 
7 


19 
13 


31 
17 


17 
0 


2 
1 


0 
2 


0 

0, 


7 

10 


19 
9 


22 
13 


5 
1 


0 
0 


6 

0 


7 
7 


0 
10 


17 

13 ' 


0 
t 

f 


0 
0 


fi 
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. TABLE B-7 



PROFESSIDNAL ADMINISTRATORS' RESPONSE^ BY Sizg AND PAYMENT MeCWAN ISM— 

Professional Administrators' Average Personal Involvement by ^Iho^i^s ' v/' 
Chiefly RESP0NSI3LE in Each Katz^and Kahn^Subsystem (Col^umn 2— 3 ItiTERACTiON) 

' ■ ■ ^ _ ' M 



Vee. For Service 



Subsystem 



Chief Responsibility 



Hifntenance 

/ 



No One • 

Professional Administrator 

Medical 01 rector. 

Governing Body 

Other 



Bi^undary/Productlon > ^ . 

Support I ve-Procurement 

No One. 

./I Professkinal Administrator 

> ' Medical 01 rector. . ^r. . 

Governing Body V 

Other 



Boundary/Production 

Supportive-Disposal 

No One .* ^ . 

Profisslonal. Administrator 

Hedlca1\ Director^ 

Governing Body.... 

Other V. *. 



Boundary / t nst I tut 1 orva 1 
Supportive 



No On^ K ; . . . . 

Professional Administrator 

HedTcal Olrdctor. 

Governing Body...ir 

Othiir 



5. Adaptive 



. r 



No One..... 

Professional Administrator 

'Medical Director ., 

Governing Body. • 

Other... \ , 



6. Managerial 



No One. 

Professional Administrator 

Medical Director 

Governing Body. • 
Other.. i... 



Smal 1 



.86 
2.71 



.06 
^.39 

.62 
2.iiO 
1.05 



.11 
3.91 
.iiO 
.63 
.93 



.08 
2.07 

.33 
1.31 



.13 
.21 
-59 
.56 
.66 



..15 
^;3S 
1.02 
3.10 
1.50 



Meditim 



.10 
'».16 
1.16 
2.63 

\M 

\ 



.15 
't.26 

.70 
2.it3 
1.68 



.08 
3.6i. 

1.10 



.^•5 
2.38 

1.00 
.66 



.28 

.83 
2.57 
.1.08 



.19 

1.38 
3.18 
2.02 



Large 




/ 



.08 
^♦.33 

■98 
2.i»7 
2. 06 



. 0 
't.2'» 

,6i»: 
2.05 
2.37 



.18 
3.95 

M 
1.2:1 



.20 
2.27 

.67 
1-57 

.98 



0 

.90 
2.00 
1.62 



.13 
'♦.39 
1.59 
2.8^* 
2.15 



Prepayment 



.Oi* 
it. 00 
1.19 
2.05 

.98 



0 

3.58 
.29 

1.11 



0 

2.55 
*38 

1.01 
.70 



-.29 
3.7* 



1.78 
.65 



^ .28 
it. 02 
1.55 
2.67 
T.15 



Med fum 



0' 
3.90 
2.05 ' 
2.7'» 
1.30 



.32 
3.95 
1.55 
1.89 



"^^05 
i*.01 
.32 
.36 
1.16 



.18 
3.'»5 

.68 
1.53 
1.06 



.10 
'»,05 
1.87 
.2.43 

.95 



.^tO 
it.Oi* 
1.97 
3.29 
i:60 



Large 



.21 
\M 
1.78 



.10^ 
3.95 
1.98 
1.6i* 
2.09 



0 

3.29 

\M 



.06 
2.01 
1.16 
1.03 
1 .00 



.05 
•Ji.11 
1.68 
3. Oil 
1.69 



0 

i*.l2 
2.20 
3.02 
2.it2 
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APPENDIX i' 



1 

Mf ndtx 

Table C-1 ^ 
Table C-2 

Table C-3 

» • 
Table C-4 

Table C-5 
'Table C-6 
Table^C-7 



Description of In^ex: Ngijiber ULsed^ in Future' of . . 
; Health'Care Study (To -be providedf- lat^^ f v • 



' ACCM .Nominal Group— Question^ 1, 

« " • ■■ ■ • 

^^ ACCM Nominal Group— Question 2 



California Group Pragtice Administrators Nominal 
Group— Question 1 : 



California Group practice Administrators Nominal 
Gftoup— Question 2 / • . * 



Physician Nominal Group— Question 1 

Physiciaja Nominal' Group--Question^ / ^ ' . 

^ '.(O ■ • . ■ \ ^ ^ 

Comparison of Prescenario^ With Postscenario, Average 
Personal Involvement for Each of .th§ Three Scenarios ^ 
By Katz and Kahn "Subsystem (Column ,3 of Standard List) 



Appendix C-2 



Summary Scenarios 



1 



APPENDIX C-1 



1 • 



■ X 
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Computation of Index Numbers for Future Studies 
' * (Normalized Scores) ' 

Nominal Group #2 ~ ACCM 

N = 9 . ' Scores Reported as Rating 

Rating -f- (N x 100) = Normalized Score = Index • 

' Example: . ' 

Rating = 865 

Index = 865 = 865 = 0.96 

" 9 X 100 9O0 

Nominal Group #2 — California Administrators • i 

N = 10 , ' • . , . . , ' 

Example: ' . 

Rating = 600 

Index = 600 =' 600 =0.60 ^ . ^ 

lOxlOO 1000 

Delphi m — Starkweather « . ' 

N = 24 Scores as Percentile Ratings ' - 

Rating Given As : 

Probability of Occurrence (0) 90% 50%, )ilO% 

Percentage of Panelists * 
» .; . Indicating (P) . .75 .10 .05 

■ * 

bating = N C(P^ x 0^) + {P^ x 0^) + (P3 x O3) ] ' 

Index = Rating N C(P, x 6,) + (P, x- 0„) + (P, x 0-)] , 

■/ .. N X 90 ■ ^ ^' J • 'J ' 

. N X 90 . . 

Index = (P^ X 0,^) + (Pg x Og) + (P3 x O3) 



90. 
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(3 
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Example: I = (.75 x 90) + (.10 x 50)' + (.05 x 

67.50 + 5.00 + .50 = 73 = 0.81 
90 to 



Delphi #2 — Bevgwell ' .. ■ 

N = 15 Scores Reported as "Mean Probabi Titles" 

Mean Probability = Index as Calculated in the Other 
100 

Example: Mean Probability =86.5 

t ■ 

' Ipdex = 86.5 =0.87 

•-'J^ , . 100 
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* ' TABLE C-1 

ACCM NOMINAL GROUP 
THE DENVER.HILTON • . * 

^ Jan. 31- Feb; 1, 1975 . ' • 

Question: 1. What do you predict win happen In the health care'field that will affect the 
future role of group practice achilnistratlon (objective)? 



1. 

2. 

3. 

4. 

5.^ 
6. 

7. 
8. 

9. 

10. 

11. 
12. 

13. 

,14. 

15. 
16. 

17. 
18. 
19. 

20. 

21. 

22. 



Governcuent cgntrolled health maintenance for every citizen (Fee-for-servlce' 
extinct, NHI will be a reality). * 

Increased volumes of- care for each patient (more use of more procedures by each 
patient)* . 

In NHI fdr 22 years, poor medical care, hence return to conventional' delivery^ 
systM. 

■J 

Eophasis on laroe health center which will support satellite offices (urbah,^ 
suburban, rural). 

Expanded' use' of ancillary, more speci all red .personnel. 

Large health care centers broWn dowQ in the center into: acute, chronic, yind 
preventive care. ^ V 

Health care centers will provide a broader spectrum of services. ' 

Solo practitioner will become extinct, will team up with groups which will 
enlarge and merge, etc. 

• 

"Doctor** win change with the goverjiment paying for their education; hence, many 
of the lower classes wi]1 enter medicine because it's available, resulting in a 
different set of rules. 

Information exchange will be on-more of an international basis because of techno- 
logical advances. 

Centralization of care with networks, efficient (non-overlapping), with. outside 
decisions. 

All groups will have to be accredited to participate in NHI, with both 
physiciansand Administrators meeting certain requirements. 

Diminishing fee-for-servlce. Increased prepay/ goyemment/insurance health care. 

Delivery of health care will be more specialized, with more physicians/population: 
less hours/physicians and reduced-income. 

Centralized data banks will be regionalized .with access by Social Security nmb^r 

Employee groups (including physicians) wIlT have "a greater influerice/pF 
the operation of health centers. 

Consumers will have an Increased role In the decisions. 

Vertical surgery will cone into its own. 



First Round 
-RanMng- 
TotaV ' 



24 



With advances, physician status will be downgraded, and health care administrators 
will be responsible to the federally con^trol led organization of health care. 

/Physicians and achrtnlstrators will be assigned specific areas to w<yHc and live in 
by .the federal goverrwent. 

Return td physicians for primaf^ care with specialists to be located in the health 
centers. 



All 



;>loyee groups will become unionized. 



9 
3 

5 
3 

8. 



10 



ACCM Nominal Group 
The Oenvar Hilton 
Jan. 31 -Feb. 1, 1975 
Question I Continued 



mil C-1 (CONTlNUED-2 OF 2) 



23. 
2*. 
25. 

26. 
27. 

23. 
29. 
30. 



31. 
32. 
33. 
34. 

35. 
36. 
37. 

is. 

39. 
40. 

41. 
42. 

44. 
45. 
46. 



Equipment used by health care tenters , will be more complex and expensive. 

HealthXare Delivery Syst^J wi>l beccjj^ more coinplex. 

Medical buildings, 'as we know thera, will become obsolete* Tjuildings will be 
lighter, more flexible. 

Health care as a right w^lll be mandated (equal health care opportunity). 

Strictly controlled malpractice Insurance run by federal government, run ' 
along lines of no-fault workman's compensation. 

Pl^sicians win be less dedicated. 

SecuHty will play a prominent role In the' construction of buildings. 

lt\ large controlled centers, there will be screening with: 
-Primary Care Physician determine, problems 
... -Psychological Social Workers 
-Surgery on premise with after care on premises 
-A teaching preventive medical unit. 

A much greater emphasis on ambulatory. care (vertical surgery as a part). 

Buildings will be designed by the government with pre-fab,, etc. , ^ 

Hippocratic Oath will "te out of vogue. ' 

Change In land usage With fewer autos, more public transportation, hence 
less'paHcIng problems. ' ^ \ ■■ 

Licensing criteria for physicians will change, hence'be related to training. 
Billing will be changed to an automatic^ computerized system. ' 
Increased autdmation. " 

Women will play a more prominent role, there will be centralized nurseries. 
The South will rise again. 

Administrative services for group practice will be handled through a 
service corporation. 

Doctors choices of mediications will be limited (government fon^lary). 

Elaborate cost accounting will be necessary. 

Time study, motion analyses will becoroe more necessary. 

Statistical support will be necessary for all changes, because they will 
be subject to approval. 

Continuing education will play a greater role for all personnel (physicians. 
Administrators, RN"s, etc.). 

All emergency care will be adnrinlstered In Institutions. 



TTHOouna 
•Ranking 



Total 



5 

18 



4 
13 



3 
1 
5 

3 
2 



Rank 



10 

6 
2 



10 
6 

9 



combined with 1 



Second Round 
-Rating 



Total 



'580 



Rank 



100 




TABLE C-2 

ACCM NOHINAL GROUP 
THE DENVER HILTON 
Jan. 31 - Feb. I • 1975 



Qutstlon;* 2. If yoii were able to control or Invent the future of health care delivery, what Utopian 
prdj«ctions<^4puld'\you make to establish the ideal in group practice administration? 



I. 
2. 



4. 
5. 

6. 
7, 

s\ 

9. 

lb. 
11.* 

12. 

13. 
14. 

16. 

17. 

18. 

19. 
20. 

21. 
22. 
23. 

24. 

25. 



Gpvtmment should be Involved in medical tare only by default. 

Better fiwareness on the part of physicians of patients, their needs, what they 
are saying and thinktng. 

Organizational structure gives the administrator fujl authority to manage clinic 
in area of qualifications. , ' ^ 

Quality (not luxury) health care available to all. 

Require reli censing or recertifi cation of phyti clans. 

A probleswsolving computer for administrators. ^ 

Equalization of fees between speci a W ties and proper cost-pricing of all tasts. 

Private foundation type fundiiig for clinics, so as to quarantee equal helath care 
for each patient based on need, i.e.. removing financial barriers to care). 

Get physicians out of the real estate business;. get rid of obsolete ljuildings. 

Patients who have means should pay for own care, patients who don't should be 
helped by the government. x 

Complete computerization of medical records, automatic billing procedures. 

Solutions to the many social problems which affect health care (aged, sani* 
tation, etc.). - , 

Establish accountability for physicians and standards of patient care. 



Public relatidns rather than^^onomics may be the prime responsibni-^ of the 
administrator. 



Some method of educating physicians, which is not in a completely protected 
enviiionment, that gives exposure to the rest of the world. 

Mandatory continuing educat7on for all clinic personnel, including support 
personnel; in-service training (to be included in their salary). 

Every clinic should be an educational center, for employees, patients, and 
trainees (students), paranedicals, etc. 

The practice of medicine should be allowed to become more coapetitive (pricing, 
advertising, etc.); ^ ' ' 

Adequate and available supplies of physicians and ancillary personnel. 

* ' 

A free competitive syste* well organized, competently staffed health tean 
enjoying njtual respect, with genuine peer review of physicians, administra- 
tors, and fees without substantial, government intervention. 

Establish standards of «perfor«ance to meuure effectiveness of adarinlstrators. 

Recognition by the physician of the profession-of adartnlstratlon. 

Adequate policing of qualit/rOf physicians by physicians (weed out bad 
apples). ' .^->,. /l\\h 

Preventive medi<;ine should be taughtf tb j^fitUnts in every clinic. 

Hore trained staff (social workers and pahieaicals) in the triage process. 
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TABLE C-2 (Continued— 2 OF 2) 



26. 
27. 

28. 

29. 
30. 



31. 

32. 

33. 
3^. 

35. 

36. 
37. 

38. 
39. 
40. 
41. 
42. 
43. 
44. 



ACOf Nominal Group 
The Denver Hilton 
Jan. 31 - Feb. U 1975 
Question 2 Continued . 



>Reinave preoccupation with malpractice. 

Good relations with other organizations tn the health care delivery system 
(hospitals, nursing homes, etc.). ^ 

Avallabnity of full technological ahd professional Information through visual 
media equipment placed In every office. 

nininate duplication of expensive equipment and facilities; 

Establishment of medical services corporations for the purpose of : 
-purchasing 

-maintenance K ^ \.. u . 

rPersonner \ ^^"•^ ^ physicians, 

-filing and collections J 

Cegal controls on malpractice plus some realistic method of censuring attor- 
neys. who act without proper cause. 

Screening of new patients by psychiatric social workers to determine whether 
problem Is physical or emotional. 

Retain* the incentives to physicians to continue practicing. 

Provide motivation for tax support of hospitals ^o cut costs and Improve 
efficiency. 

More health educators and better education of patients as to functions and 
realistic expectation of physician and the HCO system. 

• . »» 

Some method of handling indigents without taking a financial beating. 

Greater recognition by physicians of psychosomatic diseases, taught In 
medical school and/or continuing education. ^ ^ 

Maintain fee for service medical care system. * 

Establishment of free clinics for Indigents. 

Changing labor laws to give th.e employer an even break. 

Physicians should be salaried so, there would be a realistic base of wo^h. 

Control and restriction of physician performance to areas of qualification. 

Catastrophic coverage over some percent of annual salary. 

No matter, what the. future, keep all clinic personnel out of the bureau- 
cracy of^ thi5<iiv11 service system. 



First Round 
-Ranking- 
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' Ranki 



10 
11 



9 
11 



10 
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TABLE C-3 

CALIFORNIA GROUP PRACTICE AOHINISTRATORS 
NOMINAL GROUP PROCESS MEETING 
SAN FPANCISCO HILTON INN 
August 8, 1975 



QMStlon: 1. What do you'pr«d1ct will happen In the health care field that will affect the 
future role of group practice administration (objective)? 



1. Formalized planning processes. 

2. Price competition, 

3. Groups w1 TV contract with employers to provide total care to 
Include Industrial as well as group (emplo/ies and families). 

4. Structured fees-for-servlcts will force charms In Aithods of 
Incoae distribution, fringe benefits, an^ mobility. 

5. Mandatory imilti-phaslc qllnlcs In'ivery conmmlty'wlth a 
population of 100,000 and citizens shall^ requlred.to take 
exaa every other year. 

6. All clinics will be government owned, operated, or controlled. 

7. Make greater use of physicians' assistants and/or reduced ^ 
training for physicians who would play role of triage doctors 
(primary care). 

Organization will change to have cons^ ili i e f p a rticipation In clinic 
policy. • 

9. Health care win be provided for the jobless. 

lOV^^vemment accountability with standard chart of accounting and 
reporting. 

■* 

IT. Closer alignment of groups with hospital - hospital based or 
shared services. 

12. Better Informed patient population. 

13. Schools to be used' for all well-baby care and Immunlz'atlons. 

14. Future legislation will place tight controls over costs allowable. 

15. Women shall outnumber men In HGKA by 8% In the year 2000. 

16. Naif the physicians will be waaen. ^ 

17. Greetar use of computer storage of health Information, probably 
c^rally contiolled. 

v ■ ^ ' 

18. C.11n1c patients will have some kind. of membership to be seen « 

19. All payment for medical senrlces will be by third party. . 

20. Group practice quality standards review and accr|41tat1on: 

21. Increased Use of management efiglneerlng techniques In the 
clinic environment. 

22. Erosion of Vm old nedlcrl school, tie. 

23. 0octor«gro(^ to be used for side care only. 

24. Constraints will be placed on th« freedom to expand, add new 
specialties, add new equipment. ^ 

Ions will be, removed from most medical 
'in clinic actrtnlstratlon. 




lysl clans and 



greater Involvement (controV) of unions with 
^loyees. 



.28.^-*Most Targe clinics will have a teaching program for employees 
.and professionals. 

29. Inbreasedrutfllzatloii^of medical care will cause detyrloratlon 
of quality. 

30. Adirinlstrators w11l\^ licensed. 

31. Mandatory patient education programs. 
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TABLE C-3 (Continued— 2 of 3) 



32. Decreasing physician Incom. 

33. Employers to contract with hospitals for care on a per diem 
basis for employees and their fanllies, whether Industrial or 

-group. 

34.. Tremendous growth in nunters of groups and nunters of doctors 
In the group (i.e., average size of group larger). 

35. Six semester units of inedji5al patient education will be 
required of every high school graduate. 

36. Chain, pyramid, or concentric circles clinics system. 

37. Ancijlary services (optical, pharroaceutital , PT^ midwifery) 
to be provided by /lon/M.O. 's or" at no profit to the M.D.- 
(out pf clinic and cQntrol financially of. doctors) 

38; Financial data will be disclosed for public scrutiny. 

39. Tremendous increase in numbers of administrative personnel 
to handle increased load of paper work. 

40. Increased out-patient care, e.g., surgical care, etc. 

41. Development of clinic associations (cooperative) to share 
in services and to reduce cores. 

42. Educational requirements for clinic administrators will be' 
on a par with hospital admljiistrators, 

43. Easier access to medical care by setting up adolescent clinics 
^ and geratology clinics in high. schools. 

44. Most administrator's and physician Income levels to be 
guaranteed on a scale related to civil service levels. 

45. Government trained paramedics with 1n,dentured servitude for 
training. * 

1* 

46. ■ Hospitals will lose the battle to become the total providers 

of health care (clinics will survlvjei) 

47. Ideal -clinic will be master clinic with as many satellite 
clinics as community can justify. 

(■ 

48. Present regulations will bankrupt the provision of health care 
arid we will have a totally new system in 15 years. 

49. Universal health insurance. \ 

50. New scientific instrumentation, use of computers and 
television in the treatment of patients. 

51. Diversification of interests by administrators "and physicians 
of companies within and without the health industry. 

.52. Government administered maii-practlce insurance. 

53. Use of mobile vans for multi -phasic screening to be used 
by enployees in lieu of ^ysicals in the office. 

54. With the adveirt of national health care insurance* a 701 
increa^ in demand for services will destroy the present 
health care systen. 

55. All adirlAistrators will be required to have a data processing 
degree. ^ . 

' 56. Large chief clinic adninistrators wilVbe political appoinlees. 

5>. Duties, responsibilities, etc., of clinic adailnlstrators to 
be standardized (less M.D. interference). 

SB. Rights of .patients will exist to refuse cart. 

59. H.O.s will work in shifts around the clock and to use space 
. and facilities more efficiently. 

60. Hospitals and medical groups will become public utilities 
or "The decline and fall of the medical dinty." 

Increased technical and educational skills required of 
adainistrators to cop« with Che above. 

62. Hospital emeroency roons to assume role of doctors 
office for all after-hours care. 

.63. Administrators will be the chief decision makers. 

■ 232 
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OF 3) 



64, Thtre will bt Increased use of prepayment and capitation 
to anticipate rntdlcal costs. Lew to budget effectively. 

65. Ovemfght facilities for relatives will become part of 
larger clinic facilities,. 

66v A loi#er proportion of R,N,s In the clinic, 

67. Elimination of the doctor's mystique with newty graduated 
^ doctors b«lng considered as other employees, 

68, More H,0. administrators. 
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■First Round 
•Nanking- 
Total Rank 



T6 



13 



Second Round 

-Rating-, 
Total » Rank 



\ 



' TABLE C-4 

CALIFORNIA GROUP PRACTICE ADMINISTRATORS 
NOMINAL GROUP PROCESS MEETING ' 
SAN FRANCISCO HILTON INN 
August 8. 197S 



Question : 2. If you were able to contrb l or Invent the future of health care delivery, »what utopi 
projections would you make to establish the Ideal In group practice administration? 





f : /; .' '■ ■ ' ■ * . ^'i 


First Round 
-Ranking- 
Total Rank 




Second Round 

rRatlng- 
Total 1 Rank 




Maintained freedom of choice. * 
doctors and patients 
• prepaid and fee»for-serv1c« 


40 


1 . 




629 


1 


• 2: 


Less govemnent regulation of private health care. 


27 






!.575 


3 


3. 


Capitation and/or prepayment eliminating billings. 


19 


8 




j - 




'4. 


Eliminate all bureaucratic required reportlog that cannot be . 
cost Justified, and does not provide useful data not produced 
by other reports. 

Employ a method of payment to M.O.s oriented to actual 
production, and weighted by specialty. 


' 11 
. 14 








■ r 


6. 


Federal-state funded, county-operated, group practice buildings 
for all medicaid eligible patients, (equipment and service 
provided by county). 


12 










7. 


Totals health care center as the core for al l acute lllqess and 
accidents, staffed by specialties required, and supported by 
strategic satellites, all under one administration. 


31 


3 


- 


554 


4 


8. 


Schedule work time for physicians. 


' .8 










9. 


Restrict M.O.s to practice of medicine. 


2 










1 n 


Increase supply of well trained M.O.s - decrease supply of 
lawyers. 












* 11. 


Revised mal -practice system. . ■ * 

- less costly 

- Justified awards. • ^ 


36 


Z ^ 




469 


6 


12.. 


Higher compensation for adnlnlitrators. 


. 3 










13. 


Public health facilities ^r Imnunizations, well-baby care, 
patient education, family plaiviing, adolescent counseling, 
nutrition, and preventive health ^maintenance. . 


12 










u. 


Eliminate government's Involvement In all elements In health 
care delivery. ' ■ ^ 


30 , 


4 




603 


2 


15. 


Basic economic and gersonnifl subjects requlmd In pre«med. 












16. 


All medical care should bm funded by prepay, provided by 
employers or government. ^ 


9 




• • 






17. 


Adopt separation b^tMe^ acute and nonacute care. " ^ 












18. 


Larger and better staffed and equipped multi-specialty 
clinics operating in voluntaty cooperation with pther health 
providers. 


13 ' 










19. 


No unions. ^ ' > 


18 


9 




361 


9 


20. 


M.O.s paid In correlation with quantity and quality of 
work provided. 












21. 


M.O.S not suitable to groups 6r with perspnality problems, be 
assigned to projects not requiring) a group adjustment. 












22. 


AdninistratoH authorized to eliminate waste where quality of 
care not effected. 


IS 


10- 




39S 


8 


23.. 


Prohibit M.O.s from 'becparing their own landlords. 












24/ 


LOM Interest, long-term loans for buildings and equipment. 


14 










2S. 

• 


Exotic procedures requiring special equipment and staff, be 
strategically located to avoid duplication. ^ 




10 




; 460 


7 


25/ 


Pni-select patients. 


• n 










Zfl 


Require regular peer-review of patient care. 229 

. 235 













TABLE C-r (Continued— 2 of 2) 



28. 
29. 

3a: 

31. 



32. 
33. 
34. 

35. 
36. 

37. 
38. 
39. 
40. 
41. 

42. 

44. 
45. 

46. 
47. 
48. 
49. 
50. 
51. 



Develop a patient education process to cope with the 
"woppled-well" and "worrled-sIck". 

Peep-review cownlttees should have power to discipline poor 
medical practice. 

VNA for cont/*ol of chronic Illnesses In the home to avoid 
unnecessary cllritc visits. 

V 

Legal restrictions on ma 1 -practice : - 

- awards 

-H,0. liability 

- statute of limitations 

- attorney contingency fees 

Reasonable transportation system. ' ' 

Put more money Into research to Improve health care , delivery.. . 

Better education for adnrin1strat,1ve assistants, eig'. , Insurz^nce 
clerks, receptionists, etc. 

Adequate, but reasonable salariei for M.O.s,^ 



Shortening of over-populated specialties^ and requiring those 
specialists to iftork In medically under-served areas for two years 

, sot reduction In income t^xes. 4 

Computerize the medical record and appointments. 

Increased availability of paramedical personnel. 

Compul^sory, problemrorlented medical records. 

M.O.s that are content to practice medicine only, and are content 
with their salaries. 

Sufficient M.O.s to care for sick persons unless result of 
distribution problem. 

All graduate medical students and administrators must pass 
handwriting legibility tests. v 

Develop a system to adequately monitor quality of care. 

Assignment of M.O.i In -the hospital for hospital practice, and 
allowing sufficient coverage, In the office for appolritaents 
and walk/»1ns. , . 

*Never having to explain what "overhead" Is. 

Minimal 3-day notice fbr^ H.O. time-off. ' . * , 

M.O.s would never exaggerate or He. 

100% government pbntrol and ovmershlp of all health care. , 
The South won't rise again. 
Allow lay ownership of nedical practices. 
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Second Round 

-Rating- 
Total Rank 



355 



10 



548 



TABLE C-.5 



PHYSICIAN NOMINAL' GROUP PROCESS 
•OENVER JIILTON HOTEL 
' Otconbtr.S, 1975- 



.QUESTIQN>lfT: 



what do you predict will happen In the^htalth care field that will effect the 
future : rol t -df group practice administration? . 



Increase In gfoup practice In lai^urtan areas « professlonaj . 
resistance I'n suburtan and rural\ areas. . / ~ — 

,• ' •• ■ .■ ■ , ' ■ 

. Fragmentation wt^l occur In inanaginent as li-has in medicine 
(specialisation In >4diarinUtrat1on ^11 produce fragnentatlon) 
good and bad^ / ' 

M{st practitioners wflV atteiipt to J^ln groups .already estab- 
lished, primarily for econooric rather than:phf1osopii1c reasons. 

Increased government intervention with tflt1mate:publf^ T' 
utility approach to health. • j , . . 

■Planning and financing of health care facijitles. will ,>becotoe 
.major problems with obligatory cost~ accbunt1n^:and cpnsuner 
Involvement. ^ \ ' f 

Increase In prepa>Ti«nt over fJw-for-serVice 'typ* of : 
remuneration. « ^ 

Development of more comp lete^ys tans for aabulattii^ medical 
care services. Including that for first, second, and' third, 
jefiielons. • . ' r ■ ■■ ^' 

8. Unionization of artbulatory personnel with the clinic or group. 

9. , Increasing. pressures to provide first dollar.ODQ^irehenslve 

prepaid health care. 

i V 

10.. Groups will assume greater ;iaducat1onal functions at tall Ifvels 
wfth acadeatc-accredltatloQ^ . 

■ k" . " ^ . ■ . - ■ ■ ■ ■ ' 

11 .^Hospitals will Influence and fbrm the hiatus of medical care. 

/* ■ ■ ' ■ f 

12« New groups of 'physicians wlUform, hospital, based, or othemlse- 

for help In operating, they will turn to AMA, AHA«-fbrai service 

\ bureaus which will fall! i . 



1. 
2- 

sr 

6. 

7/ 



13. 

U. 

15. 
16. 

17. 



Groups will bt forced to make major decisions regarding 
r^glonallzation. ' ' ' T \ 

Net take home pay for administrators and MDs will 
proportion to the Inflationary spirals ' 



decreue In 

Less money fbr :tiie to^ulsltlon of fad 11 tie* and eqiilpnent. . 



Regional Izati on. of health care delivery systeMv In partf In 
some areu» totfl In otht)^ areu. ^ : 

' Increasing nuirfMr of consumiMr boards (balance* la/ professionals) 
with 1n9|pt to adainlatratldn to Influence quality vs. cpst. 



18.. Increasing third-party prissur* for monitoring quality and 
cost. 
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QUESTION II (Continued) 



1SV Oevelopnent of rotational personnel programs and regionalized 
services (e.g., "brandi banking"). 

20.« Increased coinpetftlQa\(f^t1ents; equtpoentt MOs, all) from 
medical schooli;duse4 (^Imtfrlly by govemnent (evar^ level) 
Intervention. \. : ; - 

• • ■■« 'v - '^ . ■ ■ • ■ ' 

.21. Mem. and AGf^ will be^lnjm^ved late (by default) In educating 
newcomers to grdujr practfce 

22. Major changes In ^e Image of physicians; will Influence the 
kind of peop>e entering the profession. 

23. Administration will be required to take a more active political 
role in their coamunlties. 

24. Increased Involvement of government' in licensing and . 
accrediting of MOs and non-MO professionals. v , 

25. Federally supervised evaluation df medical care as to: Quality, 
cost effectiveness, efficiency, availability. 

26. Continued government encouragement of group practice through 
financial incentives, tax breaks, etc. . - 

27. Increasing demands for preventive medicine and education— ^ 
departments of education manned by health education specialists. 

28. .Groups will use physician managers specifically trained in 
clinical and managerial skills. 

2d. Continue to put medical schools first and at center of all > 
medical care. . , 

30. Pressure from public and unioh/management coalition will force 
the establishment to allow favorable economic, tree tmnt for 
groups. ; * . * 

31. Society will turn their attentions more to accessibility and 
quantity and away from qualtty o^ care; hence, the tension will 
shift to smaller jgroups away from highly techn1car-(quant1ty 
Instead of quality). ^ , ^ . 

32. Patients will receive less personalized care— hence, more 
complaints at the front office. ^ ' . 

33. Increased teaching and educational roles for MOs in group 
practice. • ' 

34. Major consuner involvimeht to. influence nunbers and types 

MOs and other types of health care professionals; thus, medical 
bef^ care delivery. 

35. Increased pressure and acceptance for regionalized group pv^6t1ce 
.particularly in riaral areas... ' . 

■ ■ '■ ■ " ^ ' ' " ■• 

315. Unions an^others will push-hard for capitation prepayment,, 
preferably by agreement with existing groups* if )teed be by . / 
fomrtng their Mn. 

37. Increased use of parti^professlonals will create status problenr 
and med1c4l staff organization « coipensati on. 
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h „ . 

V ' 








8 










7 










.] 


r, 








12 

i 






^J96 
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TABLE C-5 (Continued—? of 1) 











•r- -. ■ 


\ QUESTION #1 (Contlnutd) 


First Round 
•Ranking* 
Total Rank 




Second Round 
. -Rating- 
Total Rank 


38. 


IncTMstd dacrfiflitnul quality of roKHcal cart, causad by 
Intarvantlon of unions, consuotrs, govemnant, will oakt 
wtin fltld Itss attractlvt to bright Binds, 












39. 


An out-fMtltnt orltnttd alllad htalth cultur« will dtvtlop 
Its OMi training program and will stale ttitir own rtcognltlon. 


9 










40. 


ConsuMtrisa within tan ytars will fadt away. 


1 








41. 


ConDUttrS will Hava kncincr^aimd rola In* 1) jirwiln^Mnf* 

2) billing .3) rtporting 4) rtcord katping 5) sUtlstlcal 

analysis fi) c.^init^^^^ r»rm 


20 


6 




378 


9 


42. 


Econoqrics as part of tht behavioral scltnct curriculum will 

bft 1n^n)(4llOtfj In^A Jill iiilHAV*nA wtiiJi^A nvmAnm^m ^v^AmAmtt 

w« iiibiwuuww inw ail uiiuvryArQvjQm afiu yra^^^act wrsininQ 
pro grains. 












43. 


HasS sgra#n i no will mnwa mi^ /•14n1/> an«4 mh^mma a« 

If 1 1 1 luuvo uub UT CI Ifliw ally cBWrgt AS on 

entlrtly ntw disclplint with Its own ptrsonntl and Its own 
plant. ^ 


7 










44. 

1 

r 


Recognition of the dlfftrtpca betwetn health and medical cart 
with clinics medical cart co-functioning with social and 












45. 


Federal \govemaitnt will finally bt forctd to recognUa, certify, 
and Hc^st four or f1vt Itvtls of ntdlcal ycare. 


4 




• 






46. 
* I 


Fonnatlon of a fadiratlon of group practice provider^ (Including 

*»win» rnwrif ^•'VU|« ^rawbiwVt nu9|i,ibAi»t AbC / 












47. 


Increase In doctnr's unions. 












* 48. 


u«Tviuiiwib OT cuH^rvnens 1 ve pabitnb eoucabion sysctM TOr ail 
htalth cart matters. 


1 










49. 


Many bright minds enter health car* field, but thty will loolc at 
It differently. \ 


4 










50. 


Terrible difficulties planning btcaust of govtmmtnt 
Inconslsttnclu. * 


4 










51. 


Rtqulrtd continuing education and rttvaluatlon of physicians 
for rtllctnslng. 


8 










52. 


Rapid growth of clinics (Incrtastd nuabtr of MDs) Is going to 
stt up grti|t Interna] prtssurts; .htnct, grtat ^fflculty In 
managing. 


21 


3 




417, 


6 


53. 


Fonaal fonas of NHI which will rtquirt accoMUdatlon by cllnlct. 












54. 
58. 


In thrtt to fivt years, nalpractica will not bt a prbblMU 












Physician's woHcwttIc will dtcreut In tht numbtr of hours. ' 














Prtssurts and Inctntlvts to put HDi tn rural «>d gftttto araas. 


1 










57. 


Ftdtrtl rtstardi monitt will bt cartfully allocattd. rigidly 
control Itd*^ and monltortd for cost tfftctlvtntis. 












. 58. 


Otvtlopnant of almost toUlly prtpald htalth cart system. 


9 






j 
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TABLE C-5l(CoNTiNUED"<< of 4) 



QUESTION #1 (Contlnuftd) 


First Round 
-Ranking- 
Total. Rank 




Second Round 

-Rating- 
Total Rank 


59. 


National H«alth Insurance will becom a reality tn five years, 
.probably through the Insurance. Industry, subsidized where 
necessary by feds» prepay?qent. and HMOs will disappear, i 


35 


1 


* 


■ i 
661 


2 


60. 


within Un years » health care will no longer occupy as great a 
public 1nt«rest. 


3 












Loan repayment scheras will fall In rural and Inner city areas. ,.' 


c 










62. 


Fee-for-servlce wlU always be a part of the medical rtene. 


1 










63. 


Moy-e women will be Involved in medical care. . ' ' 












64. 


By the year 2,000 a better (not Utopian) process of medical care 
win evolve. 












65. 


Universal data bank via social .security nupter will be available 
on all patients. 


13 


9 




75 




66. 


Medical education will be rigidly controlled at both under* 
graduate and graduate levels. 


7 
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TABLE 'C-6 



PHYSICIAN. NOHir<AL GROUP PROCESS 
DENVER HILTON HOTEL 
Ot€Mb«f 6, 1975 



QUESTlbN #2: If you wtre abU to oontrol or Invent tti« futur* of health care delivery, what 
Utopian projections would you make to establish th« Ideal In group practice 
■ acirlnlstratlon? r - 

• w ...... 



• 




First Round 
-Ranking- 
Tour Jlank 




Second Kpund 

-Rattng- 
Total • Ranfe 


1. 


All fliHilcal care will b4 delivered by multlMpeclalty groups, 
with or without satellites (cotiposed either of HOs or paraipedlcs;)'. 


45 








■ . • ■■ ■ 


2. 


ti ' 
Maintain fet-for-servlce sys ten; okay to balance with prepaid; 

• , '/-i ■ • ' 


14 


a 




297 






Hu1ti*sp«c1a1ty health centers located regionally according to 
population, oeeds. \ 


2 










4. 


Health planning bodies staffed mainly by providers* with , 
Informed laymen consumers In an advisory cap*c1ty:,only. " 








79 




5. 


To^l ^vallah^lllty to the t^tal population. 


37 


2 




490 




6. 


^sta'bllsh regional: healtl^afe i««1tn appropriate 
personnel distribution. , ' 




■1 
-i 




(tit; 






Delivery of health care should Integrate In and out*pat1ents; 
In-patient facilities should be controlled by the out-patient' 
groups. 


' 9 










a. 


Encourage a balanced team (I.e., MO, nujrse, consumer, dantlst, 
etc.) approach to the development of a health care system that 
the U.S. can a^fford and live with. 


17 


6 




\560 
J 


2 


9. 


Eliminate solo practice. - ^ - '. 








. 10. 


HeeljUh cire mgnltorlng (cost and quality) standards should be set 
by groups sudi ast HGMA» AGPA.wlth Input by third-parties 
(government, Iniiirance. etc.) federal Input limited to this only. 


29 


4 


•/ 


343 


9 


n. 


Development of harmonious belancii between acute and preventive 
iflbulatory care. 












12. 


Malpractice costs bejCishared.connjnlty 'and professional respon-, 
siblllty with use of appropriate peer review and ethics 
coMnlttees. 


6 






20 




13. 


Greater use of and subsidization for group practice facilities . 
and personnel In the education of MDs, non-HO profetslonels. 
and paramedlcil personnel. 


8 










14. 


High cipeblllty to tHage the sick, the well, and the worned-««en 


4 










19. 


Top admtnlstretor of regional health center should be an MD with 
Spec1alty«tra1n1ng In administration. 


14 


a 




ft ' 

380 


7 




Mandatory, binding arbitration for all Habllltyt profasslonel 
and othenrfM. 


IS 


•7 




344 


a 


17. 


u 

Set up more post-graduate schoo.ls and encourage u%i of seme to 
train MD aMnlstrators* 




'a 








18. 


Develop a flexible capiutton system capable of full prepayment 
but adaptable to divergent cost coverages. 

235 ^ 
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TABLE C-6 (Continued— 2 of 3) 



gUESTIOM n (Continued) 


First Round 
-Ranking- 
Total Rank 


19. 


Pluralistic methods of preo^fS^m^ be, allowed continue 
(.capitation based on quasi-fee-for-sei^lce Ofi^^fee-for-servlce). 


6 ' 




20. 


Continuance of developmnt ,af third-party ^^yment for 
.appropriate out-patient. procedures. , '. h^ 


1 




21. 


Develop national mand^tdf/ Na$1on4l Health Insurance, preflrlums 
to be funded by private. 'l'hdi4S$r;1«1 fringe benefits, and 
federal funds for^aged and Indigent. 


23 


5 ■' 


22. 


Mlmlrnun of government Intervention at all levels (federal, 
state, local). 


13 


9* 


23. 


Comfortable MO Income and retirement benefits, based on periodic 
gryup peer review. 


9^ 




24. 


Medical education and training organized so that generallsts 
are "captains" of care and specialists are consultants. 


10 




2S. 


Guaranteed reimbursement for all legitimate services regardless 
of where or by whom rendered. 


4 




26. 


Greater effort In education of lay public In the preservation 
of their health and the cost of medical care, with its . 
limitations. 






27. 


Create Independent government agency with all executive staffing 
by personnel with Identified clinical, planning, and adminis- 
trative capabilities. 


3 * 




28. 


Hospital based group practice where feasible. (MDs not hospital 
employees) ^ 


5 




29. 

•V. 


All clinics should prov.lde on an extensive scale, patient 
education, provided by health education specialists funded by 
all third p^rty carriers. 


7 




30. 


Continued. development of paramedical system, acceptable to the 
provider and the consumer, and controlled. 


6 




31. 


Develop an Independent, non-federal organization, consisting of 
research, academic, and practicing health professionals, to 
establish the proper -balance H n ener^ expenditure In research 

and clinical medljcsl educatl'oh^ - . • \>-' 






32. 


Preservation of traditional lines of referral, without Ijiiter- ' 
rerrance oy. arpi brary or geu^rapnic DounuArm. 


9 




33. 


Primary role of medical schools Is basic science education •>1th 
all clinical training In regional health systems. 


4 




34. 


Clinical education provided by groups should be adequately 
reimbursed. 






35. 


Institute Into the nwf^lcal school curricuTuja Instruction and 
experience In health care administration, so that all MOs have 
some -know ledge and Interest In this aree. 


5 




36. 


». 

Develop a rural health strategy based on groups Integrated froia 
primary through tertiary care levels. 


5 




37. 


Adequate education and training of both MOs and laymen \n^ group 
practice administration. 


2 
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TABLE C-6 (Continued— 3 of 3) 



QUESTION #2 (Continued)^, 


First Round 
-Ranking- 
Total Rank 




Second Round 

-Rating- 
Total Rank 


38. 


Much tnort atttntlon wllV'bc paid to transport^atlon of patients 
to regional health facilities, rather than establishing 
numerous small clinics. 


7 






- 




39. 


Return to a system that accepts the most qualified individuals - 
rather than "filling'* -medical schools. 


3 






/ 

T — ' 




40. 


Developing a comprehensive, vlahle medical conmml cations 
system, providing the modalities of literature review and 

continuing education for the practicing health professional. 


13 


9 




£24 


4 


41. 


Physical facilities planning to be strongly Influenced by 
knowledgeable experienced HDs. 












42. 


Consolidate quality assurance along due care lines, cutting 
down on fragmented surveys. 


6 










43. 


Encourage (mindate) greater (majority) HO participation of 
development of a practical health delivery system. 


7_ 










44. 


Eliminate medical school. tuition and base admissions only on 
capabilities for excel lance: 












45. 


Sophistication In data processing In ^he business office and In 
appropriate clinic activities. 


3 










46. 


HQs in top irianagement will have 40 hour weeks, and at least six 
weeks of annual time off, with a minimum of two of these weeks 
spent on education. ' . ■ 














Self-care facilities establ1she<^ at all hospital tJw group / 
practices, for continuing patient care, rehab111tatfoh,,and 
e^catlon. . 


3 










48. 


Create periodic sabbaticals without financial peneltles, to 
prevent medical professional stagnation. 












49. 


Group managers wllj have nationally standardized prerequisite 
college training programs, degrees, and Internship. requirements 
and will be compensated on level with M)s. 












50. 


Greater Integration and cooperation between MOs and lay 
administrators, both of whom are well -trained. 


12 






279 




51. 


National licensure of all MOs. i' . 
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TABLE C-7 



Comparison of Prescenario With Postscenario Average Personal 
Involvement for Each of the Three Scenarios By 
Katz and Kahn Subsystem (Column 3 of Standard List) 



Prdscenar,!o 


Postscenario 


01 ffarence 


1 2^ 3 




_J 2 3 


3.74 3.79 3.^0 . 


3.63 3.63 "3.56 
i 


-.11 -.16 ^16 


k.\S ^.00 '».28 


3.86 i».15 3.92 


-.29 .15 -.36 


; v' ; 


.•3.53 3.57 3.38 


.O^i ' .Qi* -.09 


3.73 3-90 2.83 


3.50 3.87 3.67 


J 

-.23 -.03 .8i» ' 


3.86 '♦.23 3.7'» 


^♦.15 3.90 3.63 


.29 -.33 -.11 


3.70 3.83 3.53 


3.61 3.72 J. 61 


-.11 -.11 .08 


3.75 3.8tf 3.56 ^ 


3.68 3.75 3.62 


-.07 -.OS .06 • 



Subsystem 



1 • Maintenance 



2. Boundary/Production 

Supper t i V6—P rocuremen t 



3. Boundary/Production' . / 
Supportive— 01 spp$a 1- ! . 



Boundary/ Institutional V, 
Supportlva * 



5. Adaptive 



6. Hanagerial 



Total 
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SCENARIO A : ^ 

SCENARIO OF THE FUTURE OF HEALTH CARE 



— - --By 198^, the United States will have a fedeV*aUy sponsored national 
hfealtlj' insurance program. It will not be patterned -aft^er the British model ; 
rather it will be solely a health insurance system; Hptally controlled and 
administered by the federal government. It will have evolved through two 
differe'nt stages, having begun with a catastrophic insurance program, but 
ultimately having reached the point of including comprehensive health insur- 
ance coverage for all Americans. ' • 

• ' ■ ' ■ .. ' 

,,While the government will not' Control health care, as it might under 
a national health service,' its control will be extensiVe. Instead of a totally, 
controlled system, the approach taken in the U.S. will; consist^'IS central i2atj^6Jr^^/:; 
through planning boards. These -planning boards/health, service Agencies wiTl> V.^V^ 
be responsible within each region for approving not only health care facil it/ 
expansit)n and equipment addition, but also the specialty and geographic dis- '-'S:'':]: 
tribution of physiciarls. Quality of care will 4] so be supervised through ^wV 
extensions of the Professional Standards Review Orga.rvi2atioris. In other words, ^ 
government intervention in terms of costs, quali ty^ -and services will be sub- 
.'Stantial but it wiM continue to be of the current multi-focal type. .No 
single office or agency will be solely responsible for regulating heal th care " ? 
delivery in theiU.S. 

The advent of this comprehensive nationai health insurance program will 
not, however,, radically alter tfie predominant payment modes. A significant 
portion of the rfealth care sector will continue to be reimbursed on a fee-for- ^/ 
service basis, even though thi extent of prepayment will Increase^' 

• - ^ 

Along with the movement toward a national health insurance program, 
collective action by consumers will be increasing. This participation will 
Initially take the form of political action, but by 1985 consumer's will com- 
pose the majority: of the- regional planning boards/heal,tH\service agencies. 
, .The;i^ decislQh§ vfin influence not, only facilities and services. 

As part of this same movement toward collective action, On the part of 
those feeling overwhelmed by the health care delivery system, unions of phy- 
sicians and non-physicians employees, respectively, will form and become In-. . 
fluentlal forces. While the unlohs In the health ^i eld w-1 11 be.few, large 
and pwerful , physicians and non-physicians will be separate.' '' 

For economic reasons and through regulatory Incentives, mo^e physfdans 
wtn become/associated with medical group practices. Tfiese groups will fncrease 
both In numbers and In size with ultimately more than 50% of practicing phy- 
sicians In groups. These groups will not only be hospital based, but. a i so affil- 
iated. I.e., under the same management as the, hospital. The rapid- Increase In 
size and nuinbers of groups, as well as the different organization bases; will 
contribute * to great Internal pressures an?l demands for highly skilled adniilnls-V .,^^ 
tratoi's. One unforUinA^ consequence of- this rapid expansion will be the accom^ J. 
partying failure of dverstrwsed or underexperlenced groupi. ; 24t) ^-r-^-^i^^^ 
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V' ■ . ; V SCENARIO B ^ ■ ' \ 

SCENARIO OF THE.FUTURE OF HEALTH CARE 



By 1985, the Uai ted States wi iV have a federally sponsored national 
health insurance program,, .It will not be^patterned after tfip British model ; 
rather it will be solely a health insurance system. This insurance program 
will be jointly administered through the federal government and private- in- 
surors as is currently the case with Medicare. Jhis natior^al health insur- 
ance program will evolve in two stages, beginning with catastrophic insurance, 
but culminating' in compr^ehensi ve health insurance coverage » for all Americans. 

v. It is important to emphasize that^this insurance program yfl T not 'be 
• accompaaied by increases in control ^over the distribution of phy|>x.ian man- 
- power, services and facrVities in health care. The only significant inter- 
vention will be federal; s;t^^^^^ of the evaluation of the quality of care. 

. Health planning bti^^^^^^ will exist, but their -control will be.apcom- 
i plished through cost 'aftd^^ The end result of thi.^'-two- ' 

pronged federal supervision will be to establish health care as axp^ubljc- 
" utility with the appropriate regulatory mechanisms. :^ . ' 



EKLC 



. The ad^Jllnt of a comprehensive national health insurance^program and 
public utility approach to regulation -wil 1 not, however, radically alter* the 
predominant payment modes. A significant portion of^the health care sector 
will continue to be financed through fee-for-Service, even 'though the extant 
of prepayment will increase. 



Along with the movement toward nationaljlifc'eaVth in 
action by health consumers^ will increase.. Their pariicfipl 
medicine will however, be limited to occtiipying positions 
visory boards to group practice^. - . 



gnce,. collective.: 

n jn clinic 
, voluntary ad- 



'/•'As part of .this iam^ collective ai 

physician. ertiployee^ group practice settings wilT be 
entlair /With physicians" able to maintain a sen$e of a 
practice, there will be- no great increase in. the unior>'1$i 



Predominantly for economlc^reas.drVs, itiore. 
ated with medical groupSr>' Group practices w^ll 
stze,. but they will not- include alT or^eyein a 
clans. These groups may be locateci at; 
^e affiliated with or controlled by 
practice will tead .to more sjjccessfu^ 
with modestly incre»€4^demands on th$y 

r 2i 




♦ SCENARIO C . 

SCENARIO OF THE. FUTURE OF HEALTH CARE 

' . ■ . /,,'•' 

.» • 

. . * ' , . '• V ■ • 

• . . 1. 

■ ! . *• 

By 1985, the United', States will have a federally sponsored national 
health insurance progitam. ~-'Li«^ will be p'atterned after the Bri tish system, . 
that is i't win be a 'total system, a national health service, not just an 
"insurance program. This system wilj." evolve in stag6S> beginning wi.th. a 
catastrophic national health insuraince program,, but ultimately embj'acing 
comprehensive health care, under one system and for all Americans. - 

The advent of 'this comprehensive national health service will not,' 
however, radfcally alter the predominant payment modes. A significant' 
portio,n of the health care sector will continue to be reimbursed on a 
fee-for-service .basis,, everi though the extent of prepayment will increase. 

Along with the movement toward a national health service, collective . 
action by cohsu[n'ers will be increasing. "Their participation will initially 
take the form of political action, but by 1585 consumers will compos.e th^,.- 
majority of the local commtinity health decision making boards mandated' 
under the legislation establishing this country's national health service. 

As part of this same movement toward increai^d ''Collective action, 
there will be" attempts tq unionize both physicians '.and non-physician eiri- • 
ployees in group practice^.. ' however, the^ unionization attempts will be 
running counter to the federal t)irust of essentially nationalizing health 
services. The struggle wilT be exceedingly intense, but unresolved by 1985. 

- Physician?, by federal mandate, will become^ associated with medical 

groups. Group .practices, ais. part of the, federal ly established national 
.health service, wil 1 include all practicing physicians. the$e groUp prac-'^t' 
\tices will, in turn, be part of regionally organized health care delivery - 

systems under federa-1 control. This rapid and' involuntary increase in ■ 
*s,ize and numbers of grCups will result in g^ceat internal pressures aniJ 

demands for highly skingd administrators,^' 

^\ ■ ■. , ■ ■ ' ■ . • • ; J. ' 

■ .,■ ^ ■ ■ ■ •■• ■ \ ■■ 
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Annotated Data Tables 



•7 



The annotatfed data. tables consist of all the data cornpiTed for' 
this final report- These data ay*e organized in a supplementary document, 
and the supplement's contents are« presented in this appendix. 

These' tables of annotated data' may be ordered from the Center for 
Re'search in Ambulatory Helath Care Admint^tration', 4101 East Louisiana 
Avenue, Denver, Colorado, 80222. With your, order, please specify the 
"table number of the table which you, desire, There will.be a flight 
charge for reproduction and handling costs. 
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Annotated Data Tables 



TABLE TrrU 



PROFESSIONAL ADMINISTRATOR . V , 

- - ■ ■ » ■ . 

PA-1 Frequency Distribution of Professionalp^Admihistra- 

tors^ 'Respdnses to Organizational a^d Biographical 
Quest'ions . . . . . . . • . . . . ... . . . . . . 

PA-2 Frequency Distribution of Professional Adqiinistra- 
tofs' Responses to Standard List -of Administrative 
Ta4ks . . . . . .. . 



PA-3 "FrequencyDistribution of Professional Administra- 
tors- Responses to Decision Table . . . L . . . . , 

PA-4 - f^requency Distribution of Profesis fonal Adminis^tra- 
tors'' Responses to Critical Tasks .1* . . . . . . 



PA-5 Percentages of Professional Admin is tratoi^s^ 

- L Responses by S4ze. and Payment Mechanism — Organiza- 
tional and Biographical Data ........... 

PA-6 r PercehtagcTof Profess fonal Administrators' 

Responses by Slip and Payment Mechan ism— Task 
Performance (Column 1 of Standard List) , . 



PA-7 Percentage of Professional Admirfl strators ' 

Responses by Size and Payment Mechacftsm— Chief 
Responsibi 1 i ty (Column 2 of Standard List) • 



. • • . 



PA-8 Percentage of Professional Adipin i strators' 

Responses by Size and Payment Mechanism— Personal 
Involvement (Column 3 of -Standard List) . . . . • . 

PA-9 Percentage of Professional AdmTnistratQrs' 

Responses- by Size and Payment Mcchan I sm--Oec;] si tfn 
Table . . .... . . . . ... . . . 

PA-ld Percentage of Professional Administrators* 

Responses >y Size and Payment Mechanstmr-Crltical r 
Tasks by Fine's Methodology . • . ; . . . . . , . . . 

PA-11 Professional Administrators' Responses by SIi?e and 

Payment Mechanrsm-**Average Numbir of Tasks by Katar 

, ♦^ and kahn Subsyste(ps (Column 1 of Standard List) *. w . . 



TABLE. TITLE 



PROFESSIONAC ADMIIjrSTRATOR (Continued) ' . v 

PA- 12 . /Prbfessional Admin i sit ra tors* Responses by f^ize and 

Payrhent: Mechan ism^ — Chief Respqnisbi 1 i E^xpresi-sed as . 
> Percen^^ in. Each Kat;?. ahd. Kahn- 

JSilbsy^ea)^ XCo.iUmn. 2 of Standar-d LisU^ , . J !;v r . 

?A-t3 \:^ - PVdft^$:si\Snk] Admini^rtratbrs'; Responses by Sfze-^and' '*- 
.' v Payment 'Mechani sm-'-Prof ess ional Administrators' . . 
. Average Personal I nv(>l veniept by Katz and Kahh ;^ . . 
Subsystems (Column 3 of Standard L4st) . . • 

PA-14 Professional Admini^stratOrs] Responses by S ize anA'-^ 
Payment Mechan ism--Professi6nal Administrators' ) 
« Average Pje>rsonal Involvement by Who. is Chiefly L 
Responsible in Each Katz and Kahn Subsystem (tol-umri - 

a « ,2—3 Interaction) -. ........ .* .* . . • , 



PA-15 Professional Administrators' Responses on Time Logs 
by Size and Payment Mechanism — Average Numbenof 
Tasks in "Each Functional Level of Fine's Methodology 

MEDICAL DIRECTOR, . • ' . 

MD-1 Frequency Distribution'of Medical Directors' 
Responses;. to Organizational and Biographical 
Ques t i on s • . • . . . ^ . , 

MD-2 Frequency D i str ibut ion of Medical Di r'ectors ' > 

Responses to Standard L'ist ofr Adminjstrat ive Tasks 

MD-3 . Frequency Distribution of Medical Directors' * 

Responses to Decision Table . . .. .! . . , 



MD-A Frequency Distribution of Medical Directprsf. 

Responses to Critical Tasks . 



MD-5 Percentage of Medical Directors* Responses by- Size" 

and Payment Mechanism — Organizational and Biographi- 
cal Data . 



MD-^6 Percentage of Med ical Di rectors' Responses by Size 

; I and Payment Mechan isrTf-'*'Task PerfxSrmapce (Column 1 cJf 

Standard Llist) . |/ . . . 
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